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same in writing to the Editor of Transactions not later than three 
days after the meeting. 
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Meeting I. — 26th 0(jtober, 1904. 



The President^ Dr. J. K. Kelly, in the Chair, 

New Fellows, — The following were admitted as ordinary 
Fellows: — James Laurie, M.B., C.M. ; James Burnett Lawson, 
M.T). 

I. — SPECIMEN. 
By Dr. W. Ritchie. 

Dr. Ritchie showed a pedunculated fibroid tumour of the 
labium majus. 

II. — PRESIDENTIAL ADDRESS ON EXTRA-UTERINE PREGNANCY,* 
FOLLOWED BY A LANTERN DEMONSTRATION ILLUSTRATING 
THE SUBJECT. 

By Dr. J. K. Kelly. 

Ladies and Gentlemen, — My first duty is to thank you for 
the honour you have conferred upon me in electing me to the 
presidency of this Society. On entering upon the duties of 
VOL. V. A 
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the office, I must confess to a considerable feeling of misgiving 
when I ask myself whether I shall be able to worthily carry 
on the work so well done by former presidents. But I shall 
simply do what I can, and I am encouraged by the hope that, 
as I occupy this chair by your goodwill, the same goodwill 
may continue all through to make my duties easy. And I 
may take this opportunity to ask every member to try to take 
some part in our discussions here. One is apt to think that 
the cases he meets with are not sufficiently important to bring 
before the Society ; but there is no case that is not possessed 
of some interest, and matter for discussion may arise about 
even the most trifling cases. Often, indeed, it is the trifling 
cases that raise the most puzzling questions. I trust, there- 
fore, with your co-operation, we may be able at the end of the 
year to look back with satisfaction on a record of work well 
done. 

I propose to-night to lay before you a few considerations 
regarding extra-uterine pregnancy. The specimen from the 
first case on which I operated is now in the Hunterian Museum, 
and is a most beautiful example of ruptured tubal pregnancy. 
It occurred in 1892, and since then I have seen about a hundred 
cases in various stages of development from the earliest up to 
nearly full-time. I may, therefore, lay claim to some personal 
acquaintance with the subject, and it has naturally occupied 
my thoughts a good deal. I trust, therefore, that although I 
may not bring before you anything very new or startling, you 
may be interested in viewing the subject from an independent 
standpoint. 

I prefer the word " extra-uterine " to the word '* ectopic," to 
denote a pregnancy situated outside of the uterus. Some of 
the sites which the placenta occasionally occupies within the 
uterus, and which are therefore not extra-uterine, are, in the 
truest sense, ectopic. Placenta praevia, e.g., occupies a situation 
which is quite abnormal, and which we may feel entitled to 
say was never by nature intended for the site of the placenta. 
In the same way a pregnancy in the substance of the uterine 
wall, such as is present in what is called an interstitial tubal 
pregnancy, is ectopic, while it is extra-uterine only in the sense 
that the placenta is not attached to the endometrium. The 
word ectopic, therefore, should be taken as covering a wider 
area than the word extra-uterine, and will be taken in this 
sense if used at all in this paper. 

An extra-uterine pregnancy, then, may be defined as a 
pregnancy which results from the settlement of the pregnant 
ovum elsewhere than in the endometrium. 



EXTRA-UTERINE PREGNANCY, 



At first sight it would appear somewhat incredible that an 
ovum could settle anywhere except on a tnucous membrane, 
and if that were the case the only possible extra-uterine 
^pregnancy wuuld be a tubal pretrnancy. But the theory of 
the embedding of the ovum which is at present generally 
accepted, would almost indicate that the impregnated ovum 
can settle on any tissue in which it can olitaiii the blood-supply 
necessary for its growth. We might almost atiy that when 
the impregnated ovum has reacht^d a certain stage in its 
development, it will settle and fix itself wherever it may be 
if the tissue on which it lies pniisents a surface through which 
it can penetrate into a sufficiently vascular area. If this be 
the case, we must admit that, so far as histulogical conditions 
are concerned, peritoneal and ovarian pregnancies are as much 
within the region of possibility as are tubal pregnancies. 
M^hy they are not so common, and are indeed so very rare, 
may be suggested to us by future considerations. 

But why should we have an extra-uterine pregnancy at all? 
What circumstances determine the settlement of the ovum in 
an extra-uterine situation ? 

Various conditions have bticn suggested as likely to facilitate 
its occurrence; but before considering these, we must have 
a clear conception of the conditions which enable normal 
pregnancy to occur If we are able to attain this, it 
may then be more easy to arrive at an explanation of the 
deviations from the normal which result in extra-uterine 
pregnancy. 

The first step towards pregnancy is the introduction of 
spermatozoa to the female genital canal Now, it is a well- 
ascertained fact that for this introduction it is sufficient that 
the spermatozoa should be deposited on the vulva, though, as a 
rule, the deposition takes place in the upper part of the vugina- 
In either case, the spermatozoa have some distance to travel 
before they reach the situation in the upper part of the uterus 
in which we usually find the placenta attached. 

Where the union of the sperm and germ, that union of male 
and female elements which constitutes impregnation, usually 
ikes place in the liuinan subject has not been ascertained. 
^We may regard it a.s possible that such a union takes place 
not infrefjuently in the vagina, but it is, of course, usele^ss 
there. It may be that in some cases impregnation takes place 
in the uterine cavity, and so brings about a low attachment of 
the ovum, such as we have in placenta pra^via. It may be 
that the usual seat of its occurrence is in the Fallopian tube 
or upon the ovary, where spermatuj^oa have sometimes been 
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found, even in the human subject, and where they are fre- 
quently found in lower animals. 

The spermatozoa, in fact, have a remarkable power of 
locomotion, the speed of which has been calculated by Henle, 
who supposes that a spermatozoon can travel in one minute 
about four hundred times its own length. In a prostitute, 
who died during coitus, Birch-Hirschfeld found spermatozoa 
in the tubes when he made a post-mortevi examination sixteen 
hours after death. This case, however, I may note in passing, 
is not to be relied on, as spermatozoa may linger long in the 
genital canal in an active condition, and those found in this 
case may have resulted from a former coitus. Diihrssen, e.g., 
found spermatozoa in a Fallopian tube which he removed more 
than three weeks after coitus had taken place. 

The rapidity of the movement of spermatozoa, however, is 
not of so much importance as the direction of the movement, 
as they could not reach the ovum unless they were directed 
inwards along the genital canal. Why, then, does the sperm 
take this direction ? 

I think there is no doubt that the reason why it advances 
inwards is that its movement is naturally directed against the 
outward flow caused by the ciliated epithelial lining of the 
uterus and tubes. This outward flow carries with it such 
inert substances as the ovum and desquamated epithelium and 
detritus, which have no inherent mobility, but a flagellate cell 
such as the spermatozoon moves against the stream, just as 
the trout in the river naturally and most easily moves against 
the current. The essential condition for the advance of the 
sperm along the genital canal may be regarded as the persistence 
of the flow caused by the ciliary movement of the genital 
epithelium. If there is no such flow, the sperm will simply 
move about in indeterminate directions. Hausmann relates 
having found living spermatozoa in the cervix seven and a 
half days after coitus. 

This ciliary current most probably exists, not only in the 
uterus and tubes, but also in the peritoneal space surrounding 
the fimbriated ends of the tubes. It is by this ciliary flow 
that the ovum discharged from the Graafian follicle is caught 
and carried into the tube, just as it is by this flow that the 
spermatozoa are directed to meet it in its passage along the 
canal. At what part of the canal this meeting normally 
takes place we do not know ; but the frequency of tubal 
pregnancy indicates that it often takes place in the tube, if 
indeed it does not point to the site of impregnation being 
usually above the uterus. 



The mere fact that pregnancy normally goes on in the 
uterus does not prove that impregnation occurs there. Indeed, 
the prohability rather i"^ that the impregnated ovum is ah-eady 
different from the unimpregnated before it reache.^ the uterine 
ca%nty. Otherwise, why should its fate there differ from that 
ot" the unimpregnated ovum ? 

Without, however, entering further into the question of 
normal pregnancy, it is evident from what has been said that 
for the union of sperm and germ in the tiihe a healthy mucous 
membrane, with active cilia, is necessary. Any inflammatory 
or other disease of endometnum or lining of tube which 
destroyed the ciliated epithelium, would prevent impregnation 
altogether. It was Law. son Tait's opinion, and has since 
been maintained by many gynsBCologists, that salpingitis- 
desquamative salpingitis, as Tait named it — was the condition 
that favoured the occurrence of tubal pregnancy ; but not 
only the theoretical reason I have given, but the results of 
microscopic examination of the tube as well, have shown 
that this cannot be the case. Desquamative salpingitis, 
Viy putting a stop to the ciliary flow, would prevent the 
union of sperm ami germ, and it is, of course, self-evident 
that closure of the tnbe at any part would have the same 
effect. In any consideration of the causation of extra- 
uterine pregnancy^ therefore, these conditions should be at 
once put a.'^ide. 

Now, if we admit that for extra-uterine as for normal 
pregnancy the genital canal must l>c in a condition to further 
the meeting of the male and female elements, we must look 
for the cause of extra-uterine pregnancy in the impregnated 
ovum itself, rather than in the canal through which it passes. 
And when we ask wdiat condition of the ovum would bring 
about exti-a-uterine pregnancy, the an.swer that at once 
suggests itself is, that litd'ore it has travelled to the uterus 
it ha.s reached a .stage oT the pregnant condition in which it is 
fitted to attach itself to the maternal structures. To illustrate 
this let us take that interesting phenonicnon, the external 
transit of the ovum, Le., the passage of the ovum from the 
ovary of one side to the tube of the other side. It may be 
supposed that in this case a longer interval than usual w^ould 
elapse betw^een the escape of the ovum from the Graaiian 
follicle and its reception into the uterus, and if the ovum 
were impregnated shortly after leaving the ovary, this interval 
might be long enough to allow the pregnant condition to 
become sufficiently advanced for the embedding of the ovum 
to occur before it reached the uterus* We might formulate 
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this theory by saying that anything that unduly retards or 
prolongs the passage of the impregnated ovum from the ovary 
to the uterus tends to cause extra-uterine pregnancy. And 
under this theory we can classify many of the conditions that 
have been thought to favour its occurrence. 

Many authors are of opinion that tortuosity of the tube 
favours tubal pregnancy, whether this tortuosity be due to 
the persistence of a fct'tal condition or to flexions caused by 
adhesions, and this may well be the case. It is evident that 
tortuosity of the tube would delay the passage of the ovum in 
two ways — by giving it actually a longer canal to traverse, 
seeing that a tortuous tube is usually an elongated tube, and 
by cross-currents and eddies being set up in the fluid within 
the tube by the alternate dilatations and constrictions of the 
canal. 

On the other hand, the onward passage of the ovum may be 
delayed by slowness of the ciliary stream, and it is here that 
an antecedent salpingitis may act by destroying some of the 
ciliated epithelium. In some cases, extra-uterine pregnancy 
is found associated with salpingitis, and may result from it in 
this way, though we must agree with Martin that in many 
of these cases the salpingitis met with is as probably as not 
secondary to the tubal pregnancy. 

Another theory which has been advanced in an interesting 
paper by Moericke, is perhaps worthy of consideration. This 
theory is that tubal pregnancy is a reversion to an earlier 
type. In some lower animals the ovum naturally develops in 
the tube, and on the principle that during development the 
individual ovum passes through the stages of the evolution of 
its species, and may in some part or organ remain at one of 
these stages, it is possible that the tube in some women may 
retain an early or atavistic condition. This reversion may be 
either structural or functional, and with it other phases of 
reversion may be associated, such as twin pregnancy. Twin 
pregnancy, in fact, is proportionally more common in tubal 
than in uterine pregnancy ; and our Secretary has reported a 
case in which a tubal pregnancy was associated with intra- 
uterine twins. Several cases of twins, both in the tubes or 
one in the tube and one in the uterus, have been reported. 
Olshausen explains such cases by supposing that the twins 
mutually hinder each other, and accordingly either one or 
both may be delayed in the tube ; but it is possible that the 
real explanation is to be found in reversion of type. 

Structural reversion, e.g., may explain those cases, which are 
not infrequent, where both tubes become pregnant, as well as 



tlaose rem ark able cases where the same tube has been found 
twice pregnant. 

Whatever the peculiar eoncJition that deb^ys the ovum in its 
passage towards the uterus, there is no doubt that in cases of 
tubal pregnancy the ovum, while in the tube, reaches that 
stage of development which enables it to settle upon and 
embed itself in the w^all of the tube. What is that condition ? 
And for its successful result, does it require a corresponding 
stage of developmout in the tubal wall ? Is there, in fact, a 
preparation of tlie wall of the tube, such as we find in the 
uterine M^alL in anticipation of pregnancy ? Is there a for- 
raation of decidua { 

On this subject the result of investigation is not yet quite 
decided. Many cases are reported in w^hich the most careful 
research has failed to discover any decidua in the tube. In 
other cases, decidual cells have been found in detached parts 
of the mucous membrane, and in still others the whole tube 
has formed a ilecidua, and dcciJna has been foBnd in the non- 
pregnant tube and in the uterus as well. In some cases, again, 
the formation of the tlecidua seems to follow rather than 
precede tlic embedding of the ovum, 

Perhaps we ought not to lay much stress upon the presence 
of decidual cells in the causation of pregnancy, seeing that 
similar cells have been occasionally found on the peritoneum 
and ovary as well as in the uterus and tubes. Their function 
is doubtful, and cells of a similar kind are sometimes found in 
endometritis. Zweifel has even met with them in the tubes 
in salpingitis, independent of pregnancy. Perhaps they merely 
represent a phase of degeneration, or at least of nutritive 
change in the connective tissue cells of the mucous membrane, 
and, in the uterus, are well named decidual, as they enable the 
membrane in which they are found to be thrown off freely 
from the surface. At anyrate, we may assert from the con- 
aideration of tubal pregnancy that a decidua is not a condition 
necessary to the occurrence of pregnancy j while there is no 
doubt that its presence in the uterus in^licates that in that 
organ it favours, if not the occurrence, at least the maintenance 
of a pre^^nancy till full term. In the tube, the ovum lies below 
the mucous membrane, and it is enclosed in muscular tissue, 
showing that its seat is not upon or even in the mucous 
membrane. In this respect it differs entirely from uterine 
pregnancy, in which the muscubir wall beneath the mucosa is 
not invaded by the ovum, and its strength thereby retained 
unimpaired* The decidua, in fact, protects the muscular wait 
and supplies room for the development of the vascular system 
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of the placenta without any encroachment on the muscular 
wall. 

Probably, as has been already said, it is not so much in 
changes in the tubal wall as in changes in the ovum itself 
that we are to look for the cause of the embedding of the 
ovum in the tube. The surface of the earliest human ovum 
yet observed is covered with a layer of cells, some of which, 
at least, form that peculiar substance called syncytium. This 
substance seems to have a destructive action upon the tissues 
with which it conies in 'contact, and when it forms upon the 
ovum we may suppose that this at once burrows into the 
maternal tissues wherever it may be situated, whether in the 
tube or in the uterus. How long after impregnation it is 
before the syncytium appears we cannot tell, but it is at 
anyrate a very early development. In Peters' case, the woman 
had menstruated on 1st September, and at the end of Sep- 
tember felt indications of pregnancy, while the menses did 
not appear. She committed suicide on 1st October, and a few 
hours after death a section was made. At the section some 
active spermatozoa were found in the vaginal secretion, and 
a small abrasion, nearly healed, was present on the vulva, 
indicating, perhaps, that the fruitful coitus had taken place 
about a week before and the impregnation naturally rather 
later — possibly only three or four days before death. In this 
ovum, which was already embedded in the uterine mucosa, 
there were no chorionic villi, but from the trophoblast which 
covered the ovum small processes passed out towards the 
maternal tissues, which might be the beginning of villi, and 
of these processes some at least were becoming syncytial. 

We may be fortunate enough some day to meet with an 
ovum in process of settlement in the tube, but till then we 
may accept it as probable that if the ovum reaches the stage 
of developing syncytium on its surface before leaving the tube, 
a tubal pregnancy will necessarily result whatever the con- 
dition of the tube itself may be. 

It is a frequent experience that a diseased uterine mucous 
membrane gives attachment to an ovum, and only when the 
ovum reaches a certain stage the diseased mucous membrane 
becomes unable to continue its nourishment, and an abor- 
tion takes place. So we may say that a diseased tube, when 
the disease is not advanced enough to prevent pregnancy 
altogether, may give harbour to an ovum for a short period 
until the food it can supply to the growing ovum proves 
insufficient for its continued growth. But even a healthy tube 
is unfavourably placed for the maintenance of a pregnancy, 
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and in the immense majority of cases a tubal pregnancy is 
interrupted at an early stage. 

What is the cause of this interruption ? 

The explanation which first su^fjesterl itself wais, naturally, 
that the tube was unable to grow in proportion to the rapid 
growth of the ovum, and accordingly the distension of the 
ovuhj caused thinning out and ultimately rupture of the tubal 
wall. It is to be noteil. however, that in many cases of 
raptured tubal pregnancy the rupture hi\s taken place when 
the patient was at rest, and not during such exertion as would 
tend to increase intra-abdominal pressure and possibly burst 
a thin- walled cyst in the pelvis. It is also to be noted that 
the tube is often found much more distended in pyosalpinx 
and hydrosalpinx without rupture taking place, and in eases 
also of tubal abortion in whicli ruptiure does not occur. We 
must look for some other cause of rupture than mere tlnnning 
out and distension, and this cause is probably to be found in 
the corrosive action of the syncytium upon the tubal tissues. 
The so-called rupture, in fact, is not properly a rupture, but 
a perforation. 

In a considerable proportion of tubal pregnancies this 
perforation does not occur, but an abortion takes place — that 
is, the ovum is found either extruded or in process of extrusion 
from the tube through the fimbriated end, which is greatly 
stretched by the passing ovum. 

In these cases of abortion, the condition found in the tube 
is something like this :— The pregnancy is sufficiently advanced 
for chorionic villi to have formed a placenta. The wyneytium 
from the villi has opened into the maternal vessels, and as 
the walls of these vessels are insufficiently supported or 
replaced by the tubal wall, bleeding has taken place into the 
membranes of the ovum. The essential thing here is the 
perforation of the blood-vessels and the escape of blood into 
an enclosed space. This loss of blood and the pressure 
resulting from its accumulation in the tube may bring about 
the death of the ovnra, and the process may end with the 
presence of what is practically a foreign body in the tube^ 
a tubal mole. 

When rupture, or rather perforation of the tube occurs 
instead of abortiouj we probably have the erosion of a vessel 
near the peritoneal surface of the tube, and the blood escaping 
into the peritoneal cavity does not disturb the membranes of 
the ovum, as in the case of abortion, and, at the same time, 
does not exercise pressure on the ovnm, so that there is less 
necessity for the death of the ovum to take place* Hence in 
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such cases we might expect recurrent or continuous haemor- 
rhage much more frequently than in cases of abortion, and 
this is what we find in actual fact. Even in cases of abortion, 
however, recurrent haemorrhages are not infrequent, and these 
are probably due to the continued life and activity of syncytium 
present in the site of the ovum. The very free haemorrhages 
which often follow even uterine abortion probably result from 
the same cause rather than from the mere congestion of the 
mucous membrane, as is usually supposed. 

The period of pregnancy at which a perforation of the tube 
occurs varies very considerably, and it is sometimes so early 
that it could not be explained as the result of distension of 
the tube. The time of perforation probably depends upon the 
thickness of the part of the tube that intervenes between the 
site of the pregnancy and the surface of the tube, and when 
this is only a thin portion of the wall, the perforation will 
occur at a very early stage. 

But, however early the stage, the amount of haemorrhage 
may be enormous. Indeed, it would almost seem as if the 
amount of bleeding was even greater in the early than in the 
more advanced extra-uterine pregnancies, and a haemorrhage 
in the third week may be of more deadly effect than one 
occurring in the third month. This cannot therefore depend 
on the size of the vessels opened or on the extent of the 
opening in the tubal wall, or on the extent of the separation 
of the ovum from its site. Most probably it is due to the 
peculiar corrosive action of the syncytium, and to its quality 
of preventing the coagulation of the blood, which would be 
the natural means of haemostasis in these cases. The study of 
deciduoma malignum has illustrated these fatal properties of 
the syncytium, and probably supplies a clue to the explanation 
of this, the most alarming and fatal result of extra-uterine 
pregnancy. 

The reference to rupture of the pregnant tube would 
naturally lead to a discussion of the symptoms of extra-uterine 
pregnancy, but as I have already occupied too much time and 
trespassed on your patience, I shall not discuss the symptoma- 
tology, except in so far as it comes into the discussion of the 
treatment, to which I now pass. 

In considering the treatment of any disease, it is customary 
to raise first the question of prevention. Is it possible to 
prevent extra-uterine pregnancy ? 

In the individual case, we may at once answer in the 
negative. This disease occurs in women who have had no 
illness, who are in perfect health, as frequently as in those 




who have suffered from some former ailment It comes 
without our knowing why. Flut it is perhaps the case that 
it occurs more frequeritl y in our cities than in country districts^ 
and in the lower classes mure frequently than in those who 
lead a less liarassing existence. It is suppuf^ed alao hy some, 
as I have already stated, that ]t is in reality a reversion to an 
earlier type, such as is apt to occur in the degenerate members 
of a species. If these are really facts, they point to the 
prevention of extra-uterine pregnancy as lying like that of so 
many other diseases in the maintenance and promotion of a 
sound national health* In our practice, however, this does not 
lead us far, and for our present needs we may consider the 
prevention of the disease as beyond our province. 

As has been often remarked, the life-history of an extra- 
uterine pregnancy divides itself naturally into two periods — 
one before and one after rupture. In the former of these 
periods, there is usually nothirio: to suggest to the patient the 
presence of any abnormal condition ; but if by some fortunate 
accident an examination of the pelvis is made, it should usually 
be possible to recognise the condition, and the following are 
the data on which the diagnosis would be based : — 

1. A possibility of pregnancy, riaiog to a probability, if any 
of the usual early symptoms of pregnancy are present 

2. A slight enlargement and softening of the uterus, 
especially if this enlargement is less in amount than the 
period of supposed pregnancy would lead us to expect. 

3. The presence of a pulsating tumour in one or otlier side 
of the pelvis occupying the situation of the tube, especially if 
the tube can be felt to pass directly into the tumour from the 
angle of the uterus, 

I consider that any case in which these three conditions 
are present should be regarded as a case of extra-uterine 
pregnancy. It is admittedly only a probable diagnosis. 
Seldom, indeed, does diagnosis in any region reach absolute 
certainty, but the probability here is very great It would 
still he great even if we had only the first and third of these 
conditions present, i,e., the probability of pregnancy and the 
presence of a lateral pulsating tumour. 

The probability would be less if we had no suggestion of 
pregnancy and no enlargement of the uterus, but simply a 
pulsating tumour in the region of the tube. I should then 
be inclined to lay special stress upon the character of the 
tumour — its softness, as contrasted with pyosalpinx ; its more 
distinctly lateral position, the pyosalpinx tending to pass 
more behind the uterus; its lesser tenderness; its mobility, 
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as contrasted with the more fixed pyosalpinx ; and its less 
elongated shape. These physical characters, with an absence 
of a history of previous pelvic peritonitis and the absence also 
of febrile reaction, would raise the probability to a very high 
degree, and would justify our acting as if the existence of an 
extra-uterine pregnancy were undoubted. 

Supposing, then, that we have to deal with a case of extra- 
uterine pregnancy before rupture, what ought to be our 
action ? Undoubtedly, we should remove the pregnant tube. 
A patient with this condition is in a position of the greatest 
danger. She has fallen down a precipice upon an explosive 
mine, the fuse of which is ignited, and in a short time the 
explosion must inevitably occur. And for her the explosion 
means certain, and it may be fatal injury. The chances of its 
being fatal are, perhaps, about 50 per cent. Her only way 
of escape is to climb the precipice and avoid the mine, but 
this, too, is dangerous. The danger, however, is enormously 
less, amounting, with our present methods of abdominal section, 
to perhaps 1 per cent, or say one-fiftieth of the risk of waiting 
for rupture. There can be no hesitation as to the alternative 
we ought to choose. The pregnant tube should be at once 
removed. 

Suppose, however, the rupture has already taken place, we 
may be called to see the patient either immediately after or 
long after, and the question as to treatment becomes more 
diflScult to answer. 

In speaking of the catastrophe, I have used the word 
rupture ; but we have to remember that the termination of 
a tubal pregnancy is frequently an abortion, and that an 
abortion is distinctly less fatal than a perforation. At the 
time of the catastrophe, however, and for some time thereafter, 
it may not be possible to say which has occurred, and the 
chance of a fatal termination being so great we ought to act 
in all early cases as if we were sure that rupture had occurred. 
There should be no delay in opening the abdomen and 
removing the pregnant tube. I am doubtful of the propriety 
of removing the pregnant sac alone and leaving the tube. 
Not only is the operation prolonged thereby, but I think 
that however careful the operator may be there is a distinct 
possibility that some of the syncytium might be left and give 
rise to a recurrence of the hsBmorrhage. There is also the 
additional danger of a second tubal pregnancy occurring in 
the maimed tube. For these reasons, I think it right to 
remove the tube as well as the pregnant sac. 



But we may see the patient a comiderable time — two or 
three or more weeks — after the rupture has taken place. 
Cases of this kind may be divided into two classes^one in 
which there haf4 been uninterrupted though perhaps slow 
recovery — a gradual and steady absorption of the blood 
eH'used into the abdomen, a steady recovery of strengths and 
an abyencc of pain and uterine discharge ; the other, in which 
there is a history of recurrent internal hiemorrhage, of per- 
sistent or occasional uterine haemorrhage, of pelvic pain, of 
variable temperature, in short, of a disturbed, ioterrapted, or 
faulty convalescence. These two classes must be treated 
differently. The first class requires only careful nursinor to 
promote their complete recovery. In ,some of them at lea^^t 
there is a complete absorption of the effused blood, and a 
recovery of normal pelvic functions, even if we might find on 
examination some adhesion and matting of the viscera in the 
lower abdomen aa the result of the hematocele. 

The second class demands sur^jfical treatment as definitely 
as those cases which are seen immediately after rupture. If 
there is a tendency to recurrent internal btBmorrhage, the 
danger of death from acute anaemia may arise at any moment. 
If there is a delay in the absorption, the risk of infection 
of the hEematoeele is ever increasing. If there is uterine 
haemorrhage, we may take it as not only injurious in itself, 
but as indicating a condition in the neighbourhood of the 
uterus to which we may appropriately give the vague name 
of '' irritation/' seeing that it m due to the presence of what is 
actually a foreign body in the pelvi.s. When absorption is 
going on smoothly, the processes taking place in the hema- 
tocele have, so to speak, come into harmony with the vital 
processe,s going on in its neighbuurhood ; but in the cases that 
are going wu^ong this harmony is broken, and the various 
processes react injuriously upon one another* Disturbed 
temperature, uterine hjemorrbage, pelvic pain, deterioration of 
health, all give evidence of this discord, and indicate tliat its 
source should be removed lest worse results follow. Where- 
ever the convalescence is imt progressing smoothly, it is in the 
best interests of the patient to clear away from the pelvis the 
pregnant tube and the htematocele sac. And in doing so, 
I prefer to proceed by way of the abdomen rather than by 
the vagina- 

I need hardly refer to those still later cases in which the 
hematocele sac has become infected, nv in which a macerating 
or decomposing foetus is present io a sac full of otfensive fluid. 
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In all such cases, of course, the septic or decomposing materials 
must be removed, though in these cases we cannot speak of 
complete removal of the pregnant sac, and must be content 
simply with drainage after emptying. 

The address was followed by a lantern demonstration, 
prepared by Dr. A. Louise M'llroy, illustrated by the 
following : — 

I. Structure of the Fallopian tube — 

1. Uterine end of tube. 

2. Near uterine end of tube. 

3. Near abdominal end of tube, showing slight erosion from 

salpingitis. 

4. Thickened wall of tube in tubal pregnancy. 

5. Thickened wall of tube in tubal pyosalpinx ; epithelium 

eroded, round-celled infiltration of mucous membrane. 

6. Tube in haeraatosalpinx, blood-clot in lumen, epithelium 

partly eroded. The tube on the other side was 
pregnant. 

II. Decidual formations — 

7. Uterine decidua in normal pregnancy, showing cells and 

glands. 

8. Decidual cast of uterus in tubal pregnancy, showing 

external and internp-l surfaces. 

9. Compact layer of decidua from cast 8. 

10. Decidual cells in uterus in tubal pregnancy. 

11. Decidua in tube, mucous membrane compressed and 

flattened out (The decidua extended along the tube.) 

III. Villi. of the chorion — 

12. Degenerated chorionic villi from uterus. 

13. Ovum from uterine abortion, showing membranes and 

decidua ; embryo lost. 

14. Villi in endometrium, gained by curettage after abortion. 

15. Folds of tube, slightly degenerated, to contrast with 

chorionic villi. 

16. Villi and decidual cells from tubal mole, degenerated. 

IV. Syncytium — 

17. Syncytium and Langhans' layer from villus in tube ; 

high power. 

18. Syncytial bud; commencing villus in tube (high power). 

19. Syncytial cells perforating wall of blood-vessel. 
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V. Photographs of specimens, showing the various legions 
in ike tube, and showing the situation of embryo or 
fmtus. 
20. Rupture in between layers of broad ligament, Bbowing 

embryo. 
21* Tube, witb esternftl surface unbroken ; had ruptured in 
between layers of broad ligament, and a small embryo 
was found in iL 

22. Mole, filling tube, rupture between layers of broad 
ligament 

23. Tubal abortion, mole protruding from fimbriated 
extremity of tube, which encircles it like a collar. 
Ovary below. 

24. Tubal abortion ; embryo in abdominal cavity, cord 
passing through the abdominal ostium into the tube 
to be attached to the placenta, which lies in the 
tube. 

25. Site of tubal rupture, tubal folds degenerated, villi in 
blood -clot 

26. Site of tubal rupture, mole with villi, strands of muacle 
tibre thinned out. 

27. Erosion of tube wall by chorionic villi. 

28. Rupture; mole showing embryo in interior. 

29. Rupture ; tubal pregnancy, with twins in uterus, 
30* Rupture, showing placenta and fietUR 
31. Rupture, with foetus in peritoneal cavity, parts shown 

in their relation to the uterus^ which wais obtained 
pmi'moriemi. 



Meeting II.— 23rd November, 1904 



Tfie President, DiL J. K. Kelly, in the Clmir. 



New Felloim, — The following were admitted as ordinary 
Fellows :-Archd, Donald, M.R, M,R.aS,Eng., L.R.C.F.Lond.; 
Duncan Johnston Fletcher, M.B.j Ch.B. ; Jessie Seath Mace wen, 
M.B., Ch,B. ; John M^Gilchrist, M.B. ; Anna Pollock Martin, 
M.B,, Ch,B.; William Uoss, M.B., CM.; David iSmith, M.B., 
CM*: James Charles Anderson Smith, M.B., CM.; Robert 
MXeod Watson, KR.CP.aE. ; William Watson, M.D. 
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I.— SPECIMENS. 

A. Br Dr. John Edgar. 

Hcematocele and sac removed from the left hypochondriwm, 
— Five weeks previous to admission to hospital, the patient 
was delivered ot* an eight months' child. She complained of 
great pain during labour. An incision through the left linea 
semilunaris revealed a mass among the intestines adherent to 
the. anterior abdominal wall. Fearing that the mass might 
contain pus, Dr. Edgar made another incision directly over it, 
and shelled out from amongst the intestines a haematocele sac 
filled with clot. He thought a likely explanation was that, 
during labour, some veins of the pampiniform plexus had 
ruptured, and that the uterus, receding after labour, had 
left the blood behind it. 

B. By Dr. J. K. Kelly. 

1. Myoma of the anterior uterine wall undergoing myxo- 
matous degeneration. 

2. Tumour composed of several myomatous nodules occupy- 
ing various portions of the uterine wall. 

3. Parovarian cyst with torsion of the pedicle. 

4. Tubo-ovarian cyst filled with pus. Tubercles were found 
in the wall of the tube. 

C. By Dr. G. Balfour Marshall. 

Eight mucous polypi removed from one cervix. — Mrs. -A., 
aged 50, sterile, four years past menopause, had complained 
for some years of pelvic discomfort, bearing down feeling, and 
leucorrhcea. There had been a very occasional trace of blood 
seen since the climacteric. For several months she had 
noticed a reddish, soft structure protruding at the ostium 
vaginae, which she regarded as a "falling of the. womb." On 
examination, the vagina seemed full of mucous polypi hanging 
from the cervix, eight being removed at ope«ation. One, 
presenting at the ostium vaginae, was the size of small walnut, 
containing small cysts, and had a long, broad pedicle attached 
to the anterior lip of the os uteri. Four were about bean size, 
and lay in the dilated cervical canal. A sixth was the size of 
a large filbert nut, and contained visible cysts; while the 
seventh and eighth polypi were about, an inch and a half long 
by half an inch thick. 
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n. — EPrLEPTIFORM ATTACKS COMPLICATING DOUBLE OVARIAN 
TUMOUR: REMOVAL OF GROWTHS FOLLOWED BY CESSATION 
OF ATTACKS. 

By Br, A. W. RmnELh. 

Epilepfciform seizures associated wibh the most diverse 
exciting causes are familiar to every medical man, and 
cessation of the attacks has been frequently reported as a 
result of the removal of the apparent source of the irritation 
or by cure of the disorder which had acted as the exciting 
cause. Such v\ridely ditfering states as diabetes, astigmatism, 
the preseace of worms, the onset of an infectious fever, 
eKOphthalmic goitre, lead poisoning, alcohohsm, and even the 
use of tobacco have all been credited as etiological factors in 
this trouble. lb is not matter of surprise, therefore, if we find 
sometimes that disturbance of function and disease of the 
genital ororans are described as complicated by epileptic 
attacks. When there has been genital irritation, circumcision 
has cured the irritation and stopped the attacks, and the 
treatment of an injured and diseased testicle has had a similar 
result. Cases of epilepsy associated with amenorrhcea and 
vicarious menstruation, cured by the use of iodide of potassium, 
were reported in the Lancet nearly iifty years ago. Other 
references are found scattered through medical literature to 
cases in which disordered menstruation, uterine stenosis, and 
other conditions were found in patients who were also the 
subjects of epilepsy, and whcrti such patients were cured of ■ 
their epilepsy when the local tliseased condition was removed^ 
There is an interesting class of cases in which epilepsy 
develops at puberty. I remember one very marked case of 
this kind which some years ago gave her parents grave 
concern for some time, but, fortunately, the persistent use of 
bromides and the stopping of school work, with attention to 
dietary, open-air exercise, &c., were ul tin lately followed by 
complete cure. It has not been easy, however, to find any 
record of cases such as the one I wish to report to-night, where 
epileptiforn^ttacks seemed for a time to occur at the menstrual 
periods and coincidently with the growth of the ovarian 
tumour now placed on the table. My investigation uf the 
literature of the subject is by no means complete, but so far 
aa 1 have gone I have been unable to find any parallel case, 
and there is certainly no reference whatever to such cases in 
any of the most recent British or American works. Apart 
from the immediate success of the operation and the size and 
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nature of the tumour, the ease is worth recording on account 
of its complication. 

M. P., aged 31, unmarried, an attendant on mental cases, 
first consulted me in October, 1899, on account of a typical 
epileptic attack. She gave a history of similar attacks 
beginning about three years previously, when she was about 
24 years of age, and these had continued to recur about the 
time of the menstrual periods for a year. There were no 
further attacks of which she was conscious till this recent fit, 
which overtook her while she was on duty as an asylum 
attendant. She had missed one menstrual period, and men- 
struation had lately become more scanty. The continuous use 
of bromides was ordered, and great care in regulation of the 
digestive organs and the action of the bowels was advised. 
In November she again had two fits, just before the time 
for menstruation. The necessity for more persistent use of 
bromides was impressed on her, and she was advised to give 
up her work as an asylum attendant, which happened to be 
in a ward where the patients were chiefly epileptics. She 
reported herself to me in April, 1903, when she seemed to be 
in good health, and made no complaint of abdominal tumour 
or even of any discomfort. She had had only three or four 
fits in the interval. She had been for some time acting as a 
private mental nurse in Belfast. 

The history of her case, taken in the Samaritan Hospital 
a month or two later, shows that she had been conscious of 
an abdominal swelling in October, 1902, and that she had had 
considerable abdominal pain during the month preceding her 
holiday in April, when she reported herself to me. In May, 
while still in Belfast, she had a very serious illness, and was 
seen in consultation by Dr. Campbell, who agreed with the 
diagnosis of peritonitis and abdominal tumour, and expressed 
a fear of torsion of the pedicle as a cause of the illness. 
Recovering somewhat from the attack, she was brought home 
to the neighbourhood of Glasgow, and on 1st June I was asked 
to see her. Under my observation for a few weeks the 
tumour seemed to grow rapidly, and she wa# taken into 
the Samaritan Hospital on 6th July, and I operated on 
8th July with the assistance of Dr. West and the house 
surgeon. On making the abdominal incision, the peritoneum 
was found to be thickened and adherent. A considerable 
quantity of old blood-clot was found adhering to the visceral 
aspect of the peritoneum, and in one or two places this clot 



had the appearance of being covered with peritoneum. A 
large quantity of blood-stained flnici also escaped. As the 
contents of the upper cystic part of the tumour refused to run 
through the trocar, the incision was enlarged and the tumour 
was removed entire, the pedicle, which showed no signs of 
torsion, being clamped, cut through, and then stitched acrosa 
after securing the vessels. The tumour proved to be a growth 
of the left ovary, though lying chiefly on the right side. The 
right ovary, being enlarged about three times normal size and 
covered with warty growths, was also removed. After washing 
out the abdominal cavity with normal saline solution, the 
abdominal wouiid waa closed with buried catgut sutures of 
the peritoneum and fascia and supporting sutures of silkworm 
gut. The patient made a good recovery, was allowed to get 
up on 28th Jul5% and discharged on 2nd August. The 
patient's waist measurement at the time of operation was 
34 i inches. The tumour weighed almost 10| lb.; and measured 
in length 12| inches, and in circumference at its long axis, 
26 inches, and at its short axis, 19| inches* 

This patient soon after her discharge from the Samaritan 
Hospital became again a private attendant for mental cases, 
and has been engaged without interruption up to the present 
date. I made enquiries a week ago, and heard from her in 
reply to the effect that she has never had the slightest 
semblance of an attack since her operation, and that her only 
complaint is that she is getting too fat 

A study of the ease convinces me that there has been a 
distinct causal relation between the comn^encement of the 
pathological changes in the ovaries and the onset of the 
epileptiform attacks. This was not a ease where epilepsy was 
a characteristic of the patient's life from adolescence, but 
where the first attack occurred about the age of 24 or 25. 
I am nob forgetting that any form of trautna in an epileptic 
is often followed by a lessening of the frequency, or even by 
a temporary cessation of the attacks; but there can only be 
one opinion as to the desirability of curing the local disorder, 
whether it k menstrual, uterine, or ovarian, by appropriate 
treatment, in cases where there is also epilepsy, in the hope 
that the latter may also at the same time be relieved. 
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III. — NOTES ON A CASE OF UTERUS DIDELPHYS WITH SEPTATE 

VAGINA. 

By Dr. Donald Duff. 

Malformations of the female generative organs, especially 
the major forms, are comparatively rare. Accurate statistics 
of the occurrence of these conditions are almost impossible to 
obtain. Some of them, e.g,, hermaphoditism, hypospadias, 
and abnormalities of the external organs are easily enough 
detected and noted at birth. Cases of atresia in its various 
forms giving rise to haematocolpos or hesmatometra may be 
recognised about puberty, on account of their obvious 
symptomatology, and these cases are fairly well recorded ; 
but others, such as cases of double vagina, double uterus, and 
cases where only a partial fusion of the ducts of Miiller has 
taken place, may remain unrecognised throughout life, as 
per 86 they usually give rise to no symptoms, and unless they 
happen to be seen post-mortevi they are never known. One 
can only give a relative proportion of cases of maldevelopment 
met with in the course of ordinary gynaecological examinations, 
for many of them are only noticed casually while the patient 
is being examined for some other condition, at the lying-in 
period, or during the performance of abdominal section. 

The case I bring before you to-night was the only one seen 
in Dr. Balfour Marshall's clinique at the Glasgow Royal 
Infirmary in the course of between 6,000 and 7,000 examina- 
tions. There is no specimen of septate vagina and uterus in 
the Royal Infirmary Pathological Museum. 

The history of the case is as follows : — 

On 23rd September, 1903, a patient, unmarried, attended at 
the Out-door GynaGCological Department of the Glasgow Royal 
Infirmary, complaining of severe scalding pain about the vulva, 
worse when passing urine. There was increased frequency of 
micturition, and a profuse yellowish discharge was present. 
The symptoms had commenced rather suddenly four days 
previously, and were getting much worse. Menstruation was 
of the --jj- type, and was not accompanied by pain. Examina- 
tion showed the presence of a urethritis and vulvo- vaginitis 
which, from their appearance and history, were diagnosed as 
gonorrhoeal. No cultures were made from the pus, nor was it 
considered necessary to examine the discharge for gonococci. 
The vaginal discharge was very profuse, and this continued as 
a marked feature of the case. The external genitals, urethra, 
and vagina were thoroughly swabbed with a 5 per cent solution 
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of protargol, and this treatment was repeated thrice weekly 
for a conmderable time without tniieh eHeet an the discharge. 
Iodoform pessaries were then tried in addition to the swabbing, 
and the urethritis and vaginitis improved f^lightly, the scalding 
pain disappeared ; but there was stilb at the end of three 
months' treatment, a large quantity of pu.« about the vulva- 

On 7th January, 1904, while the parts were being treated 
as UHuah special attention was paid to a slight thickening 
about the hymen on the left side. This thickening had been 
noticed before, hut had been considered simple cedema. On 
putting the apparently swollen parts on the stretch a small 
dimple was seen to the left of the vaginal orifice, and on 
putting the nozzle of the syringe — about the size of a No* 6 
catheter- — into the dimple, and nsing a little pressure^ it slipped 
into a cavity containing pus, and about the depth of the patent 
vagina to the right. Tliis proved to be the opening of another 
vagina, and being hi led with pus was the source of the profuse 
discharge, This cavity was cleansed with 5 per cent solution 
protargol, and an iodoform bougie was introduced. A week 
later the parts bad improverl considerably, and I enlarged the 
opening by an antero-posterior incision so as to admit the 
forefinger. The treatment for the gonorrbu-a was continued. 

On 21st January, palpation showed the presence of two 
distinct vagina? of eipial length — two cervices, the left being 
smaller and slightly posterior to the right, and a distinct inter- 
vaginal septum, complete from hymen to between the cervices. 
It was not possible to palpate the fundus of either uterus, and 
as there was still some rliscliarge the sound was not passed. 
Patient, who in the meantime had been married j stated that 
she had not menstruated for two months. 

The patient was not seen till 11th February, and she stated 
then that two weeks previously she had had sudden pains in 
the lower abdomen, and what she called a flooding. Some 
clots were passerl, and her doctor, who was called in, told her 
she had a two and a half months' miscarriage. This probably 
took place from the right uterus, as the right vagina had been 
all along patent, and the pains were felt more towards the 
right side. There was no hsemorrhagic discharge when the 
patient was seen on this date, but some pus was present. 

On 8th March the discharge had almost disappeared, and 
after cleansing the vulva and vagina thoroughly a sound was 
passed on both sides. On the right side the sound passed 
2 A inches, and showed the uterus to lie in the hollow of the 
sacrum and ilirected to the right sacro-ihac synchondrosis. 
On the left side the sound passed 1| inch only, and showed 
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the left uterus to lie more downward and backward than the 
right and directed to the left sacro-iliac synchondrosis. The 
passage of two sounds at once, one into each uterus, showed 
that both uteri were distinctly separated down to the os 
externum, an appreciable space being felt between the sounds 
in each cervical canal. The vaginal septum seems to be 
proving a source of annoyance, and its removal was proposed ; 
but, as the patient has now contracted syphilis, this operation 
has been deferred. 

This case is interesting from the point of view of develop- 
ment, and perhaps I may remind you of the origin of the 
internal generative organs in the female. These organs are 
derived from three structures in the embryo, viz., the Wolffian 
bodies, the ducts of Miiller, and the genital glands. 

At the end of the first month the Wolffian bodies are seen 
as two longitudinal ridges of heaped up mesoblast on either 
side of the embryonic spinal column and extending from the 
upper dorsal regions to the pelvis, where the ridges become 
approximated. This Wolffian ridge shows on section three 
structures. 

1. The Wolffian duct, situated towards the dorsal aspect 
of the ridge and internal to the other structures ; its origin is 
a question of debate among embryologists. KoUman and 
other recent observers show, however, that it arises as a 
longitudinal invagination of somatopleuric epiblast. 

2. The Wolffian tubules, arising from the intermediate cell 
mass. 

3. The Mullerian ducts, situated most externally and 
ventrally on the ridge, and arising as an invagination of the 
mesothelium of the coelum or body cavity, the upper end of 
this invagination retaining its connection with the body cavity 
as the fimbriated end of the Fallopian tube. 

To the inner side of this Wolffian body in the lower dorsal 
region another heaped up ridge of cells is seen, the genital 
ridge, from which arises the genital gland or ovary. The 
Wolffian ducts, as I have stated, in the upper part of the 
Wolffian ridge, lie towards the mesial side of the Mullerian 
ducts, but further downwards, i.e., towards the pelvis, the 
Mullerian ducts become mesial and ventral to the Wolffian 
ducts. The Mullerian ducts in the female coalesce, and form 
the tubes, uterus, and vagina. 

During the third month two distinct stages in the course of 
the Mullerian ducts can be seen. 

1. A lumbar stage, where the Mullerian duct lies to the 



inner side of the Wolffian ridge, antl is suspended from the 
posterior abdominal wall by the Wolffian mesentery. This 
pat-t becomes the tube, and the mesentery the mesosalpinx. 

2. A pelvic sta^e. Here the posterior ends of the Wolffian 
rid ores fuse, and form what is called the genital cord, consisting 
of the two Milllerian and the two Wolffian ducts. 

In the ^^enital cord the fusion of the Miillerian ducts takes 
place, and they then pass backward between the Wolffian 
ducts. This point is of importance, as it is here that the renal 
bud arises from the posterior aspect of the Wolffian duct and 
forms the ureter and permanent kidney. This passing back- 
ward of the fused Miillerian ducts explains the normal relation- 
ship of ureter to uterus and vagina. 

The Miillerian duet is a later development than the Wolffian, 
and if its origin were from any cause delayed, so that before 
the fusion took place in the rrcnital cord the ureters had already 
been formed a!id become implanted into the allantoic vesicle 
in front, fusion of the ]\liVUerinn ducts would be interfered 
wdth, and a persistent double utero-vafrinal tract result, the 
ureters entering the bladder between the horns of a double 
uterus. It is interesting to note that in some of the marsupials 
this condition actually occurs, 07., in the didelphians the 
ureters, instead of surrounding tho genital cord, become engaged 
in Miiller's ducts and prevent their union. It is known that 
in the human species the ureters sometimes enter the bladder 
abnormally, even on the anterior surface, and it would clear up 
the point if one could find the remains of the Wolffian ducts 
as Gartner's canals in sections of the infcravaginal septum 
of a case of double uterus and vagina, or If on cathete rising 
the ureters, the ureteral catheter was found to pass to the 
inner side of uterine sounds introduced into the two uteri. 

In nearly all vertebrates, except monkeys and man, traces 
of the oricrinal division of the genital canal into two are seen. 
In fishes J amphibians, reptiles, and lower mammals, a double 
vagina and uterus is met with. Higher up the scale, rodents^ 
e*/„ rabbit, hare, squirrel, have a single vagina with double 
uterus. In the carnivora a single vagina witli uterus bicornis 
unicollis occurs. In accordance with Voo Baer's law we 
would expect to find all these varieties in the developmental 
process of the human foetus, and this is what actually happens. 
At the second month we have a double utero- vaginal tract. 
At the third month a disappearance of the septum between 
the portions of Miillerian ducts forming the cervix is seen. 
At the fourth month the human genital organs are the same 
as those met with in the carnivora, i.e., single vagina with 
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uterus bicornis unicoUis — the last part of the septum to 
disappear being that near the fundus. 

Development may be arrested at any stage in the fusion of 
the ducts of MUller, and I have mentioned a probable cause of 
want of union of the whole tracts. I notice in last week's 
Lancet ^ a report of a case read by Dr. Rankin Lyle, of New- 
castle, before the Edinburgh Obstetrical Society, where double 
uterus and vagina were found at a Csesarean section, and a 
distinct band of peritoneum passed from the bladder to the 
rectum between the two uteri. Dr. Lyle makes no mention 
of the ureters, but it is possible they entered the bladder 
beneath this peritoneal reflection. 

I may mention what appears to me to be at least a 
hypothetical cause of these cases of uterus bicornis where 
the vagina and cervix is single. 

Part of the Wolffian ridge stretches forward and becomes 
attached at the groin, this part being called the inguinal fold. 
Into this fold muscle cells grow backward from the internal 
oblique and trans versalis, these muscle fibres forming the 
muscular element in the round ligament and its homologue 
in the male, the gubernaculum testis. These inguinal folds 
are attached to the MilUerian ducts at the point where the 
future division between tubes and uterus takes place, and one 
can easily conceive that any shortening of these folds will 
keep the uterine horns apart and prevent the complete 
formation of a fundus. 

I have mentioned these as probable theories, and I trust 
that the discussion and the expressed opinions of the more 
experienced gynaecologists present may help to throw some 
light on the subject. I may mention that I am indebted to 
Dr. Balfour Marshall for peruiission to bring this case before 
you, and also for his courtesy in allowing me to treat the case 
in his clinique. 

Dr. Jardine said that he had seen several cases of double 
uteri in connection with pregnancy. One case he had reported 
to the Society a short time ago. In that case, the uterus and 
vagina had been double. He had discovered that the uterus 
was double and one horn pregnant at the third month, but he 
had only noticed one vagina. When the patient was in labour 
he had discovered the second vagina, which had never been 
penetrated, and the curious thing was that it was the vagina 
with which the pregnant horn was connected. It might have 

1 Lancet, 19th November, 1904, p. 1422. 



been a case of tran^mig^ration of the spermatozoa^ but he 
thought it more probable that they had made their way up 
from the vulva. After delivery, lie had removed the vagioal 
aeptum and also the decidua from the non-presfnant horn. 
He had examined the patient some months later, and had 
passed two sounds, the nodules of which crossed in the vagina. 
He had seen at least two other cases with partial separation 
of the horns. One of the latter patients had a badly con- 
tracted pelvis, and if she should again hecome pregnant he hoped 
to do CsBsareaii section on her* He believed that atl the 
so-called cases of superfoetation were really cases of double 
uteri, where the two horns had been impregnated at different 
times. 

Br. A. W. RiiSMell said that he had seen several cases of 
double vagina and double uterus, and he had had two cases 
under his own care and had operated on both of them. The 
first was a younfr uiarried lady who, in complaining of 
dyspareunia, was found to have a thick and complete vaginal 
septuuL The uterus itself was found to be also completely 
dividetl by a septum. The vaginal septum was removed, and 
the patient soon became pregnant. About the middle of the 
pregnancy, after jsome week.s of considerable discomfort, the 
patient felt its if something gave way, and there was slight 
haemorrhage- The after-history seetued to justify the pre- 
sumption that this indicated the rupture oi^ the thinned-out 
septum, as ever afterwards the patient felt comfortable and 
had a normal condnement at full time. The placenta and 
membranes were carefully inspected, but threw no further 
light on the cas^. The other case was a young unmarried 
lady, of neurotic temperament, who had dysmenorrhcBa. On 
hearing of this abnormality, also a complete continuous median 
septum of uterus and vagina, she decided to have the septum 
removed^ and in this case the cervix w&h also dilated and the 
septum was slit up, as she had the prospect of marriage. The 
only thing to be further noted inXhis case is that ever after- 
wards the patient persisted in saying that there w'as prolapse 
of the uterus, m\d when at last examined in the erect posture 
the uterus was felt to lie low in the pelvis. This suggests the 
possibility of abnormal weakness of the lateral supporting 
structures, but too much stress should not be laid on thiS| aa 
the patient wa.s markedly neurotic. 

Br. Kelly said that he could not remember having noted in 
the course of reading that the ureters had ever been observed 
passing between horns of a hicornuate uterus* 
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2G VULCANITE RING PESSARY. 

IV. — VULCANITE RING PESSARY WORN FOR FIFTEEN YEARS 
AND CAUSING SYMPTOMS SIMULATING MALIGNANCY IN A 
WOMAN, AGED 00. 

I>Y Dr. (». Balfour Marshall. 

Mrs. T., who stated that her age was over 60 (she looked 
several years older), and that menstruation had ceased twenty- 
six years ago, was admitted to the Glasgow Royal Infirmary 
last October complaining of pelvic pain, dysuria, and a blood- 
stained vaginal discharge of some months' duration. Fifteen 
years ago, after lifting a heavy weight, her "womb came 
down," as she expressed it, and the resulting symptoms sent 
her to a medical man, who inserted a pessary which afforded 
relief. The patient stated that this pessary had never been 
removed, and that she still wore it. For the next five years 
she felt quite comfortable, but after this time she began to 
experience slight pain in the pelvis when she walked much 
or sat for long in one position, and about the same time 
a yellowish vaginal discharge showed itself. The painful 
symptoms and discharge continued, but although at a later 
date the pain became much more severe, she did not care to 
seek medical advice. During the last few months the pain 
had become very severe, so much so that the patient stated 
she did not know how she had stood it so long. The discharge 
became blood-stained, but latterly it had consisted mostly of 
pure blood. For some time there had been increased frequency 
of micturition, with difficulty in starting the flow, and more 
or less pain during the act. 

From the history of the case, I suspected carcinoma of ,the 
cervix uteri, which had already spread so far as to involve the 
bladder wall. 

ExaDiination. — The rounded lower end of what I took to 
be a vulcanite Albert Smith pessary presented at the ostium 
vaginae, but, on attempting to pass the finger into the vagina, 
the instrument was found to be completely buried in its whole 
extent. The finger, indeed, could only be passed for half an 
inch or so into the vagina, when it came in contact with what 
felt like granulation tissue, as on forcing the finger onwards 
the vaginal walls could be separated in the middle line. This, 
however, gave rise to haemorrhage, so an extensive separation 
was not attempted. Careful examination revealed no indurated 
tissue, no ulcerated surface, nor foetid discharge characteristic 
of malignancy, so that it was evident that the pessary had 
caused ulceration and become completely embedded in the 



vaginal walls- It was not, howev^er, till operation that it 
could be detertnined what had actually occurred. 

The pessary w&h an ordinary vulcanite rin^, 3 inches in 
(Jiarncter. As the natural .shrinkage and atrophy of the 
vaccina following on the climacteric took place, the pesMary, 
now proving too large, gradually ulcerated its way into the 
lateral vaginal walls and posterior fornix, finally becoming 
completely buried by the mucosa healing over it. At a later 
date, probably indicated by the onset of the blood-stained 
discharge, ulceration had occurred on both anterior and 
posterior vaginal walls, giving rise to granulation tissue which, 
uniting, completely occluded the vagina nearly down to the 
ostium vaginsB. This tissue was easily separated by the 
finger till the vaginal vault was reached, haemorrhage being 
considerable while this was being done. The pessary itseltV 
however, could only be removed after cutting through a tough 
band of tissue, averaging quarter of an inch in depth. The 
ring, when removed, was as? fresh as if just from the maker, 
and none the worse of a fifteen years' sojourn in the vagina. 

The opinion I formed was that the pessary had probably 
been buried for years beneath the mucosa, and that the later 
severer symptoms, especially those of heemorrhage, were due 
to ulceration of the anterior and posterior vaginal walls. 

There are numerous cases quoted in the literature of the 
damage that neglected or badly fitting pessaries can cause, 
even to the extent of ulcerating into neighbouring viscera, 
but I have thought this case worth recording owing to the 
[ftge of the patient and the presence of symptoms which 
justified the very natural suspicion of advanced malignant 
disease. 
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Dn Munro Kerr showed a uterus which had been removed 
the previouB day from a patient eight months pregnant on 
account of carcinoma of the cervix* The patient, a ix-para, 
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was admitted to the Maternity Hospital with the history of 
having been in labour for two days. The os was half dilated, 
but the head of the child was prevented from passing through 
the pelvis by reason of the tumour in the anterior lip of the 
cervix. The child was considered to be dead. Csesarean 
section was performed, and a dead child extracted. There- 
after the broad ligaments were ligatured and cut. The uterus, 
however, was removed per vaginam after its connections with 
the bladder had been separated. This was done with the 
object of preventing septic infection of the peritoneum. There 
was no difficulty in removing the uterus. 

R By Dr. J. K. Kelly. 

1. Uterus, with large cystic myoma, filled with sanious fluid, 
growing from fundus. 

2. Dermoid cyst of ovary in the base of which was found 
a lipoma and some bony tissue. 

3. Ovarian cyst. 

C. ]>Y Dll. .TOIIN KlKiAIl. 

Afidbci'ry caJcalus removed from the left vreter hy ah- 
do7)imal section. — It measured three-fourths of an inch in 
length, and five-eighths of an inch in each of the other two 
directions. It was situated at the side of the pelvis, slightly 
below the normal site of the ovary. After removing it, the 
opening in the ureter was closed by interrupted catgut sutures. 
In case leakage of urine should occur, an opening was made 
through the posterior fornix into the pouch of Douglas, and 
a strip of iodoform gauze was introduced. Leakage did occur 
on the third day, but it ceased spontaneously ten days later, 
and patient made an otherwise uninterrupted recovery. 

B. By Dr. Robert Jardine. ^ 

Dr. Jardine exhibited two drawings illustrating traumatic 
keratitis of the newborn. In one, the bands of opacity were 
in the vertical axis of the eye, and in the other in the trans- 
verse. The first was the most usual. 

II.— DISCUSSION ON THE TREATMENT OF UTERINE 
PROLA.PSE. 

Dr. W, L, Reidy in introducing the discussion, said— I was 
induced to suggest this discussion on the treatment of uterine 
prolapse and accede to the request of the Council to open the 




TREATBIENT OF UTERINE PROLAPSE. 



discussion to-ni^ht by the fact that I have often been in doubt 
as to the best manner of trcatiog a particular case, and I 
have tried a number of the plans and modifications of plans 
suggested by ditlerent practitioners Now, I have a fairly 
clear idea of what is irioat suitable in the way of treatment, 
and am naturally anxious to compare the experience of my 
brethren with iny own. 

I iilioiild like to narrow the limits of the discussion, so as to 
make it as protitable as possihle. 

First, let me say that we are to speak of chronic cases of 
prolapse only ; second, that we must differentiate between 
tilight cases and severe ones in speaking of treatment 

I do not refer to prophylaxis, although I may say in passing 
that its importance cannot be over-estimated. The perineum 
should be carefully sutured when torn, and causes, such as 
sepsis or too early rising after labour, which may lead to 
subinvolution and displacements, should be most carefully 
attended to. 

Probably we are all agreed that in moderate cases of 
prolapse, where the perineum has been little destroyed or 
dilated, a properly- fitting pessary, with attention to the bowels 
and a fair amount of rest, are all that is necessary. Setting 
these cases aside, difficult questions arise as to what are the 
limits of the various mechanical appliances and operations in 
an a.'scending scale of difficulty, danger, and efficiency. For 
cases other than minor ones, I would dismis.s at once soch 
means as long -continued rest, hot or tistringent douches, 
general tonics, massage, and electricity, as being little likely 
to do more ihmi passing good. There are cases in which the 
perineum is dilated and wliere the older forms of pessary, such 
as the Hpdge, will not stay in position, but in which an 
Albert 8niith with a strong sacral curve will serve very well 
by keeping the uterus in a state of aiiteversion, and so throw* 
ing-its long axis at right angles to the pelvic cavity. Again, 
BO lung as the upper reach of the vagina is wider than the 
vulvar orifice, a strong watch-spring pessary will retain the 
parts in position. But tlie rubber covering of the watch-spring 
pessary is apt to give rise to great and otlensive leueorrhiFa 
in spite of the use of an aseptic vaginal douche. Where the 
perineum is much dilated, the most efficient pessary 1 know 
is Herman's modification of a Hodge, in which the lower bar 
of the latter instrument is turned sharply forwards so as to 
rest against the inner surface of the pubic arch. Many wOmen 
who object to operation are kept in comparative comfort by 
jta means, 
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I deliberately keep out of consideration all pessaries in the 
shape of balls, cups, and stems, and even jointed ones, such as 
Zwanke's, as being either inefficient or dangerous, or both. 
Neither do I consider the means suggested to retain the uterus 
by thickening the broad ligaments, such as the injection of 
alcohol or paraffin, because I have no personal experience of 
them. 

We now come to distinctly surgical means, and I simply 
mention them and offer an opinion on their value, and it is 
precisely here where the discussion may be of most value. 
As it is generally admitted that destruction of the perineum 
is an important factor in the production of prolapse, it seems 
natural to suggest its restoral. But when the patient gets out 
of bed after this has been done, the uterus comes down and 
slowly but remorselessly redilates the restored parts. This 
may sometimes be slowed or even prevented by w^earing a 
pessary which produces anteversion of the uterus. As the 
uterus is often subinvoluted and heavy, amputation of the 
cervix is practised with the view of reducing its weight and 
exciting absorption. But this alone will not suffice, although 
this added to a restoration of the perineum does in a certain 
percentage of cases. 

Complete hysterectomy has been practised in severe cases, 
but with little good result, as, although the uterus cannot 
come down when it is not there, the surrounding organs which 
formerly accompanied it in its descent still persist in forming 
a hernial protrusion. 

Various methods of fixing the fundus to the anterior 
abdominal w^all have been practised under the names of 
hysteropexy, ventral and abdominal fixation, and where the 
uterus is not very heavy and fixation firm, this does retain 
the uterus, but it does not cure the cystocele, which is a 
frequent accompaniment of such cases. Operations for fixing 
the uterus from the vagina have been pretty well given up, 
so far as I know, owing to after-discomfort and risk in the 
event of pregnancy. 

The Adams-Alexander operation for shortening the round 
ligaments is sometimes satisfactory, and I have often performed 
it, but it is frequently a difficult operation, and its chief 
raison d'etre, that it did not require opening the peritoneal 
cavity, is now done away with in these days, when pretty 
complete safety can be secured by thorough antiseptic pre- 
cautions. 

Wylie's, Mann's, and Dudley's operations for intra-abdominal 
shortening of the round ligaments by kinking them up seem 
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to tiie to be more difficult and no njore efficient than a thorough 
abdominal fixation. 

Where the uterus is very heavy, abdominal fixation may be 
wi.se ly modified, according- to Noble's plan, by a supravaginal 
hysterectomy with fixation of the stump to the abdominal 
incision. 

Rhortoning the utero-sacral ligaments from within the 
tibdouien may help to make a ventrofixation efiective, but 
could not, I think, be trusted alone. Of the method suggested 
by Frcund, for the ease of an aged woman with bad prolapse 
in which the parts are supported by the placing of silver wire 
all round the vagina at successive levels, I know nothing. 
Complete closure of the vagina is never gafe and never 
necessary. 

With regard to severe cases of prolapse complicated with 
cvBtocele and rectocele, I agree in the main with Howard 
Kelly's conclusion than an anterior and posterior colporrhaphy, 
with amputation of the cervix uteri, is the most satisfactory 
and usually (juite successful treatment, and that where this 
threatens to fail the addition of abdominal fixation is all that is 
required. But I difier a good deal from him in the details of 
the operation. First of all, he amputates the cervix before 
removing: the mucous membrane froui the anterior vaginal 
walh This makes the latter more difficult, because the cervix 
is not present to be used for putting the base of the bladder 
on the stretch. He removes a piece of mucous membrane only 
one to one and a half inch broad, because if more is rernovetl 
**the suturing of the posterior vaginal wall in the next step 
will be difficult." I find that the rusult is not thoroughly 
sati.sfactory unless a piece from two to three inches in breadth 
is removed, and by the method of suture of the posterior wall, 
which I shall immediately describe, there i,*^ no after difficulty 
in its performance. Again, Dr. Keliy removes the cervix near 
the level of the os internum, two to two and a half inches 
from the os externum, and has to tie the uterine artery. 1 
find that amputation just above the vaginal roof is sufficient, 
and much easier. Lastly, he removes two small lateral tri- 
angular fiaps from the posterior vaginal wall, and thus has 
two rows of sutures. I remove one large central flap, and 
have only one. I practised this method twenty years ago, on 
the assumption that a lateral wound was less likely to allow 
of percolation of iiuids from the vagina than a central one, 
but with careful vaginal douching through a soft rubber tube 
I found that there was no difference as regards results. Dn 
Kelly states that anterior colporrhaphy is only needed in 
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extreme cases, but I have found that even a slight cystocele 
gives the patient the impression that the womb is coming 
down again, and, in spite of explanation, the idea keeps her 
miserable. 

My present view of operative treatment is this : — Where 
pessaries have not been satisfactory, where there is little or 
no cystocele, where the prolapse is accompanied by retro- 
version, and especially where there are adhesions, I often 
perform a ventrofixation pure and simple, using silk ligatures, 
rawing the peritoneal surface of the uterus, and taking a 
fairly large bite of the subperitoneal tissues in the abdominal 
wall. Out of fifteen such cases operated on during the last 
three years, only one failed, the attachment to the abdominal 
wall giving way within three months. Where the prolapse is 
extreme, with cystocele and rectocele, and the uterus large and 
heavy, I perform at one sitting an anterior and posterior 
colporrhaphy, supravaginal amputation of the cervix, and 
a thorough restoration of the perineum. It would be tedious 
and probably unprofitable if I were to try to give you simply 
in words details of these operations ; suffice it to say that I 
take a large oval piece out of the anterior vaginal wall and 
a large triangular piece out of the posterior one, the apex 
being only a little way below the level of the cervix. The 
result of these proceedings is the temporary almost complete 
closure of the vagina, and the formation of a large block of 
perineum. After the contraction incidental to healing has 
taken place, the vagina comes to be almost normally patent. 

Where the uterus is not heavy, I omit the amputation of 
the cervix. 

Of thirty such cases, I do not know of one which has failed, 
but some of them I have lost sight of imniediately after 
convalescence. 

Dr, Edgar had listened to Dr. Reids paper with much 
pleasure and profit. He rarely performed ventrofixation of 
the uterus in cases in which pregnancy might occur later. 
In such cases, he always sutured the fundus uteri to the 
peritoneum at the abdominal incision (sero-serous union). 
Where there was no possibility of pregnancy occurring, he 
sutured the fundus to the rectus muscle and fascia (sero- 
fibrous union). In a considerable number of cases in the 
child-bearing period of life, where the prolapse was complicated 
with retroflexion of the uterus, he had performed a modified 
vaginal fixation of the uterus with gratifying results. After 
opening into the uterp'Vesical pouch through the anterior 
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vaginal fornix, he passed a silk worm -gut suture through the 
vat^inal wall and peritoneuiri on one .side, then throuorh the 
bu(iy of the uterus a centimetre above the flexion, and fitially 
through the peritoneum and vaginal wall on the other side. 
This suture he left in for six weeks. He combined this 
operation with colporrhaphy and such other operation as 
might be necessary. Several cases had subsequently passed 
throagh pregnancy and labour at full term without any 
complication. In none of them did the retroflexion recur, 
but in one thb uterus prolapsed once more, 

Aft^r colporrhaphy and perineorrbaphj? he always ordered 
the bowels to be moved on the third morning, and, except 
where there was some special indication for it, he did not use 
the vaginal douche. It was remarkable how seldom these 
wounds failed to heal by first intention. Stitch abscesses 
were extremely uncommon^much more so than in the case 
of skin wounds. 

Dr. Scott Macgregor iimd — In ail my cases of prolapsus uteri 
I prefer to use instrumental treatment previous to operating. 
I find that patients, as a rule, do not readily consent to an 
operation, but if you begin by trying a pessary, and should 
this fail, one can always fall back upon an operation. For 
this purpose I use a round vulcanite pessary, and in several 
instances it has answered admirably, where at first sight an 
operation seemed the only hope. 

In my first cases of hysteropexy, I followed the methods of 
Howard KelljMn attaching the uterus to the peritoneum only- 
This I ultimately abandoned, and for some time past have 
passed the sutures of attachment through peritoneuuj, muscle, 
and fascia; the results have been quite satisfactory. 

Following the operation, cystocele is quite a common 
occurrence, ancl I thought that the use of paraffin might be 
employed in such ca^es. I, however, only tried it once, and 
it, in iny opinion, did not come up to expectations. I found 
it too troublesome to work with : probably my lack of ex- 
perience in its use had something to do with it 

Di\ Munro Kerr agreed with Dr. W. L, Reid that the 
.slighter forms of prolapse could often be quite satisfactorily 
treated by pessaries, and he also thought the Albert Smith 
and " boat-shaped " varieties the best. He, however, was much 
opposed to tlie use of rubber instruments. 

Many of the more severe cases, he thought, could be quite 
satisfactorily treated by a thorough repair of the perineum 

VOL. V. U 



36 ZWANCK'S BUTTERFLY PESSARY WORN FOR THREE YEABS. 

8. A uterus, three months pregnant, with a myoma in 
its upper portion. There were also some small myomata 
in its lower part. 

C. By Dr. G. Balfour Marshall. 

1. Double jyyosalpinx with uterus revioved by abdominal 
hysterectomy. — J. D., aged 23, unmarried. First menses 
began at 18, were irregular every two to four months, and 
lasted one or two days. Menses were accompanied by 
dysmenorrhoea, coming on two or three days before the flow 
and lasting throughout. There was copious leucorrhoea 
during the intermenstrual periods. She suffered from attacks 
of burning pain in the back, and severe pain in the lower 
abdomen, frequently accompanied by diarrhoea. She also 
complained of dysuria and increased frequency of micturition. 
There were suspicions of gonorrhoea in the history. Examina- 
tion showed extensive erosion of cervix, endocervicitis, 
endometritis, and pyosalpinx, all the organs being matted 
together by peritonitic adhesions. At operation, the small 
intestines were found all matted together over the whole 
pelvic brim, the adhesions being particularly dense between 
bowel and right annexa and fundus of bladder. The operation 
was tedious and difficult, the whole uterus and both annexa 
being removed. The patient apparently did well till the third 
day, flatus being passed, and the bowels moving twice slightly. 
During the afternoon of the third day she suddenly collapsed, 
and died twelve hours later. 

2. Dermoid of left ovary, — Mrs. D., aged 30, six children ; 
last, two years ago. The patient first noticed the tumour 
seven months ago, and was told she had a floating kidney. 
It changed its position, causing considerable pain when the 
patient turned from one side to another, and was so movable 
that it could be easily pushed all over the abdomen from pelvis 
to hypochondriac region. When removed, the cyst was almost 
quite round, measured 4J inches in diameter, and had a long 
pedicle. On section it was found to contain hair, besides the 
usual fluid. 

3. Zwanclcs butterfly pessary worn for three years by a 
patient, aged 44- — The pessary had ulcerated deeply into the 
lateral fornices of the vagina, with symptoms of constant pain, 
until the outer half of each wing was completely embedded 
and fixed by tissue which had grown through the loops. A 
thick band of cicatricial tissue on each side required to be cut 
through before the instrument could be removed 
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B. TiY Dk. NiGKL Stark. 

Mehinotie sarmma of ateriis.—The patient, siet, 26, was 
admitted to hospital on 17th December, 1004, complaining of 
excessively severe abdominal pain, following a confinement 
five vv^eekfi before. The placenta had been removed manually 
by a midwife. The patient felt well until the fourteenth day, 
when she went out That night she was seized with severe 
pain in the left iliac region. On admission, the patient w^as 
suffering from bronchitis, and had a temperature of 10ti° F. 
The uterus was curetted. Dr. Carstairs Douglas examined 
the sputum and the curetting. The sputum showed numerous 
alveolar cells in which pigment was present in small granules 
which had not the characteristic carbonaceous appearance. 
Various micro-organisms were present, but no tubercle bacilli. 
Sections of the curetting sliowed very unusual appearances. 
Bundles of ordinary muscular uterine tissue were densely 
infiltrated with masses of round cells, arranged in slightly 
columnar manner. At other parts fjuan titles of granular 
black pigment were scattered over indefinite areas, and 
surrounded by dense masses of round cells. Microscopically, 
the appearances were typically those of melanotic sarcoma 
infiltrating the uterine w^alt A few normal glands were 
evident at one part 



IL— SOME CAKES OF UTERINE MTOMA, WITH EEMARKS ON THE 
INDICATIONS FOR OPERATION, 

Br J}k. a. W. Eussell. 

The purpose that I have in view to-night is to discuss and 
illustrate the indications for treatment of fibromyoma of the 
uterus, and to emphasise the desirability of early radical 
operation. By this limitation, I am debarred from detailed 
reference to questions of pathology or diagnosis, but it is 
impossible to avoid mention of certain points bearing on the 
choice of operative procedure, I shall now enumerate what 
seem to me to be the chief considerations that should influence 
the mind in deciding whether the treatment should be operative 
and what the operation should be, 

I, The anatomical varieties of fibromyomata, according as 
they are subperitoneal, interstUial, or 8iib7nueous, and whether 
the tumour is semile or predunculated, need only to be 
mentioned as very evidently influencing the choice of treat* 
ment, the submucous polypoid tumour being easily twisted 
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off', while the preduiiculated subperitoneal growth may have 
to be removed by abdominal section, and both varieties of 
sessile growth and also the interstitial form may be treated 
by enucleation or by hysterectomy, in one or other of its 
methods. 

2. Hcemorrhage, even with a small fibroid, may very 
seriously affect the general health from simple loss of blood, 
so that ultimately even one of the less risky operations may 
be impossible. The handicapping effect of haemorrhage is 
well illustrated in the two following cases : — 

Case I. — Age 38, single, dressmaker, admitted into the 
Samaritan Hospital on 2nd July, 1904, complaining of 
menorrhagia for four years, and pain in the right side. She 
had consulted me about nine months previously for profound 
anaemia, with breathlessness and general weakness, and enquiry 
as to her menstrual functions led me to suspect a local cause 
for the profuse menorrhagia, and to suggest a vaginal or 
rectal examination. This was done, and she was afterwards 
admitted into a private nursing home with a view to proper 
examination under chloroform, and curetting as a probable 
means of at least temporarily diminishing the haemorrhage, 
and so allowing her time to recruit her strength. The heart 
was not quite normal, the area being enlarged, the first sound 
loud and slapping, and the second accentuated. A smooth 
firm tumour extended about Sh inches above the pubes. 
Supravaginal hysterectomy was done on 6th July, the ovaries 
and tubes being left behind. The uterus showed an extra- 
ordinary number of minute submucous fibroids, making the 
uterine cavity irregular, in addition to interstitial growths 
and subserous projections. Excepting for an accidental 
staphylococcus infection of the wound, which delayed healing 
for a week or two. she made a good recovery, and was 
dismissed on 12th August. 

Case II. — Age 42, married twenty-five years, no children, 
admitted into the Samaritan Hospital on 28th June, 1904, 
complaining of pain in left side of almost a year's duration, 
and of irregular profuse haemorrhage. Since April, 1902, 
menstruation became more frequent and lasted longer, once 
even for sixteen days. Taken into the Victoria Infirmary, 
she was operated on for myoma, which was removed. About 
four months ago menorrhagia began again, any strain or 
exertion exciting it. As this patient had an invalid husband, 
and led an arduous life to obtain the means of living, and as 
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hijeraorrhage was beginning to be almost constant, and there- 
fore interfering with her work, it was decided to remove the 
uterus, though it was comparatively small, and the vaginal 
route wuH selected. The vessels were secured with eattfut 

b ligatures. Bleeding wm observed to be unusually free and 
generalised, but it was arrested. The patient seemed to suHer 
from greater shock from the operation than is usual in 
vaginal hysterectomy, but no specially anxious symptom was 
noted till ni^rht, when she became restless and thirsty, and the 
pulse ran up to 140. There being signs of haemorrhage, 
vaginal plugging with gauze which had been steeped in 
hazel ine was tried. When I arrived later in the evening, I 
opened the abdomen and again ligatured the ovarian arteries. 
Saline fluid was infused subcutaueously, but the patient 
succumbed. Though there had been considerable hemorrhage, 
there is no doubt that the previous losses of blood and the 
severe drain on her strength by her husband*s il! -health 
contributed largely to the fatal result The uterus bisected 
showed an interstitial fibroid in the upper part of the body of 
the uterus. 



* 



S, Pain is not necessarily present, but it may alone as a 
symptom necessitate operative procedures. The last patient 
on whom I operated i:^ extremely interesting in this respect ; 
and I now show the specimen removed by abdominal 
hysterectoujj^ a few days ago. The uterus, as you see, is 
smalb but there are in its tissue several small tibroids which 
undoubtedly caused the severe pain of which the patient 
complained. 

Case IIL — HinHe, a^re 47. till three years iv^o an oHicial 
in the Government service^ but compelled to retire on account 
of her health, her somewhat taxing duties having proved too 
much for her, and digestive troubles resulting as well as 
nervous prostration. There was no suggestion ot symptoms 
indicating pelvic disorder till August, 1904, although at 
irregular intervals she mentioned pain in her left side. 
Complaint of more severe pain in August led to an examina- 
tion of the urine, and in September this pain was realised to 
have some relation to the menstrual periods, A month later^ 
a^ it was more persistent, and as recovery after the period p 
which was now more profuse, was not complete, patient was 
examined in bed, and recto-abdominal palpatioUj the vaginal 
route Iming painful, discovered a slight irregular thickening 
of the uterine body more marked towards the left side. In 
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November, under an anajsthetic, two small fibroid nodules 
were distinguished in the body and another projecting more 
to the left about or just above the level of the internal os. 
The uterine cavity measured 3 J inches. The left ovary was 
larger than the right, and movement from the left side seemed 
to be more limited than in other directions. As the pain 
increased both in severity and duration, necessitating occasional 
hypodermic injections of morphia, operation was decided upon, 
and last Thursday I did an abdominal hysterectomy by the 
supravaginal method, but in addition dissected out the 
remaining stump of the cervix, according to the suggestion 
made by Mr. Bland-Sutton at the recent Oxford meeting of 
the British Medical Association. The patient is doing well. 

4. Growth in size, even if the patient has been almost 
unconscious of it, may be a suiScient indication for operation, 
for size of tumour in itself may seriously add to the risk of 
operation. Although now and then one finds very remarkable 
cases of successful operation, such as that recently reported by 
Dr. J. Clarence Webster, where the tumour weighed 87 lb., 
and the patient herself only 91 lb. after its removal, still the 
usual experience is that large size adds so greatly to the risk 
that operation may be refused by the best and most experienced 
surgeons. I had at one time under my supervision, during 
the last few years of her life, an elderly single lady, who had 
carried about for many years a massive fibroid, so heavy that 
it interfered with walking, and more than once by suddenly 
rolling from one side to the other, as she moved to get out of 
bed, pulled her to the floor. She;, had been seen by Keith and 
Knowsley Thornton amongst others. The neglect of operative 
treatment at the proper stage undoubtedly shortened life, 
besides interfering for many years with the enjoyment of its 
ordinary amenities. I give here the notes of a case where the 
size of the tumour became considerable before the patient in 
any way felt it inconvenient, but it almost suddenly made 
operative interference an urgent necessity. I also show you 
an admirable drawing of the tumour, in section, made by 
Dr. John Lindsay. The tumour itself was shown at a 
previous meeting of the Society. It weighed 9f lb. 

Case IV. — Age 45, married, admitted into the Samaritan 
Hospital on 29th July, 1903, complaining of pains in her sides 
for about a fortnight, with headaches and general malaise. 
She had had two pregnancies, the last resulting in a living 
child five years ago. Menstruation had been regular, and 




there had been no intermenstrual discharge till a fortnight 
ago, since which time patient had also noted some incontinence 
of urine. The urine, on admission, was small in quantity, 
30 oz. in twenty 'four hour^s, and shovs^ed a trace of ali>umen, a 
few pus cells, larj^e epithelial cells, and a few granular and 
hyaline tube-casts. 8he first noticed a lump on the left side 
four or five years ago, but there was no pain nor inconvenience, 
and she iT:ave it no attention. She took a cold a fortni^-ht 
ago, and had since felt pains in the sides, but said she was 
more upset by coming into the hospital than by any discom- 
fort or suffering. 

Inspection of the abdomen showed a large irregular swelling, 
more prominent centrally and to the right than on the left 
Hide. The tumour was smooth and somewhat elastic, and 
there was considerable tenderness on palpation of the upper 
abdominal re^non. It extended upwards on the right side, 
close to the ribs, but there was a clear percussion note for 
about three inches on the left side. History, symptoms, and 
examination alike pointed to the probability of the tumour 
being ovarian in origin. I operated on 27th July. After the 
patient was fully under the influence of the ancesthetiCj I 
palpated the abdomen carefully, as it had assumed a different 
shape, the rounded projection in the right hypochondrium 
being more marked, and I then suggested that the tumour 
felt more like a uterine enlargement. On entering tlie 
peritoneal cavity, I found numerous adhesions, especially over 
the upper and right aspect, where there was at the projection 
above noted a thick adhesion to the omentum, and probably 
to the under surface of the upper abdominal wall^ if not also 
to the liver. These being carefully separated the tumour was 
found to be uterine, with tremendously enlarged veins. The 
right Fallopian tube and its appendage were seen to be 
abnormally large, and a sudden gush of white material, very 
like pus, was observed to flow from the neighbourhood of the 
tube and ovary while these were being handled. The left 
broad ligament w^as ligatured from above downwards with 
catgut, and the plexus of veins was noted as being greatly 
distended and tortuous. The bladder wa.s now separated and 
the cervix cut across, the vessels being secured in the process. 
The right broad ligament, however, could not be tied off from 
below upwards owing to the extension of the tumour under 
the peritoneum on the right side and the adhesions above. 
The latter were first dealt wdth, and then the tumour was 
shelled out of its peritoneal covering, and the ligature of the 
vessels completed. The operation wa^s completed in the usual 
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way, about three pints of warm saline solution being left in 
the abdominal cavity. The patient had persistent nausea for 
a day or two, but otherwise did well, and was discharged 
within four weeks of the day of operation. The tumour 
measured 27] inches in circumference at its long axis, and it 
weighed 9 J lb. The photograph shows that necrobiosis has 
commenced near the centre. 

5. Groivth in size usually causes other and sometimes very 
serious symptoms owing to pressure on other organs, for 
example, on the blood-vessels or nerves, resulting in one-sided 
oedema of the ankle and leg, pain like sciatica, varicose veins, 
or thrombosis. Continued pressure may so affect the blood- 
vessels that phlebitis may result. This finds illustration in 
the following case : — 

Case V. — Age 40, single, cook, seen November, 1892, owing 
to great swelling of the left leg and severe pain at a spot on 
the calf of the leg. This developed into a regular phlebitis, 
which it took about five months to cure. The tumour in 
the pelvis had, in the meantime, advanced to the level of the 
umbilicus. She was kept persistently on ergot, and it was 
calculated that in less than a year she had taken 50 oz. of it 
without any manifest effect. This patient was not operated 
on, as she refused permission, and she had ultimately to leave 
her situation. The tumour now reaches practically to the 
sternum. She is anaemic in appearance, and is able for little 
work. 

6. Another result of pressure is seen in the urinary troubles 
that arise. Frequency of viicturition may be and is often 
due to a small fibroid in the anterior wall of the uterus, as in 
a case at one time under my care in which there was very 
persistent frequency of micturition and irritability of the 
bladder. A small fibroid was discovered pressing on the 
bladder. This was removed by anterior colpotomy, which only 
gave very slight relief, probably owing to adhesions subse- 
quently formed, and the condition was only properly relieved 
a year or so later by hysterectomy. There may, on the other 
hand, be retention of urine, due to a small fibroid near the 
fundus or in the posterior wall retroverting the uterus and 
dragging the bladder backwards so as to stretch the urethra 
and narrow it, or to the direct pressure of a fibroid becoming 
incarcerated in the pelvis, as in the following case : — 

Case VL — Age 40, unmarried, housemaid, admitted into 
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the Samaritan Hospital on 11th July, 1003, coinplaming of 
pain in bladder and retention of urine, also pain in sacral 
region. Menstruation was re^^ular, without pain, and not 
excessive. Patitnt had nlway.s enjoyed good health, and had 
nothing to complain of till about ten days ago, when nhe [ound 
she could not pass water. Her doctor passed the catheter 
twice a day, and three times on the following day, and once 
next day, after which she micturated without difficulty till 
her admission. On aduiis.^ion, however, she was in great 
distress, the bladder being distended to the umbilicus, and 
;?7 oz. of urine were drawn off by the catheter. Besides a 
heavy deposit of phosphates, there was a trace of albumen in 
the specimen examined. On two successive days 20 oz, and 
Hi oz. were removed, but on the day before the operation 
urine was passed naturally. The tumour was found to he a 
dense libroid, tilling the pelvic cavity and extending upwards 
half way to the umbilicus. 

I operated on loth Julj^ The peritoneal cavity was entered 
with a little difficaUy, as the peritoneum had been pushed 
up by the distended bladder almost to the umbilicus. The 
removal of the tumour was afterwards easily accomplished, 
beginning with the left broad ligament, and cutting across the 
cervix before ligaturing the right broad ligament Con- 
valescence was without incident, and she w^as dismissed four 
weeks after admission. 

7, Constipation and, uttiviately, intestinal obstruction may 
result. 

8, Pregnawy of the myoinatous uterus is sometimes a very 
serious and not altogether a rare complication. Few more 
difficult problems in treatment are set for the gync^cologi.st, 
but this is too large a subject for adequate treatment in the 
present paper, and I take only this passing notice of it. 

9, Reference must be made to the frequent amociatum 
of tabal and ovarfan disease with tnyoma of the itterus. 
Statistics show this very clearly. Dr. Constantin, a French 
surgeon, in reporting 20S cases, noted 72 (or M'iy per cent) 

^with appendages affected. Mrs. Scharlieb, in a recent paper, 
lentions about 25 per cent, while Dr. Cullingworth notes 
only about 5 per cent, but he had excluded ovarian cysts, and 
included only what condition seemed to have a direct relation 
to the libroid, I have noted this fact so often, that I am 
surprised now when I see no change in these structures. 

I had one specially interesting case of this kind where the 
myoma itself had undergone calcareous degeneration, and 
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there was an unusually large blood cyst on the left side, 
measuring 6 inches in its longest diameter. Besides cystic 
ovarian disease, breast tumours are sometimes found, as in the 
following case : — 

Case VII. — Age 45, single, a domestic servant, admitted 
into the Samaritan Hospital on 29th June, 1904, complaining 
of menorrhagia of 12 months* duration. Menstruation began 
at 14, regular 28-day type, lasting three to four days, without 
pain. A year before admission menstruation began to be 
more profuse and to last for seven days. It soon began to 
come at shorter intervals. She never had a " flooding," how- 
ever, till the time of her visit to the dispensary a month before 
admission. Ten weeks ago severe pain began in the right 
iliac and inguinal regions and down the front of the leg. 
There was also frequency of micturition and difficult 
defaecation. There w^as a small hard tumour in the left breast. 

On 5th July, I did a supra-vaginal hysterectomy in the 
usual way, removing at the same time the right ovary, which 
was cystic, but leaving the left ovary. I then removed the 
part of the left breast containing the tumour. 

The patient made a good recovery, and was discharged 
from the hospital four weeks after admission. 

10. Cessation of a growth, and even spontaneous dis- 
appearance of a Jibroidy must be admitted as possible, though 
it is so unusual and so uncertain that it would be foolish to 
calculate upon its occurrence. One case in my experience 
deserves noting. I was asked to see a i-para at full time, 
where obstruction to labour was suspected. I found a 
tumour, which seemed as large as my fist, in Douglas' pouch, 
and below the brim. The patient was anaesthetised later 
on, and the tumour was pushed up into the abdominal cavity. 
Labour, which had been threatening, now came on, and the 
patient was safely delivered. Nothing untoward happened. 
The tumour was felt afterwards ; and the patient, at the end 
of the attendance, was warned of this tumour and its risks if 
pregnancy again took place. When she was about four or 
five months pregnant she came again to me, and I advised her 
to go into a nursing home, after examining her under an 
anaesthetic, and convincing myself of the presence of a movable 
tumour. I opened the abdomen and found only a small 
nodular interstitial tumour on the posterior wall of the uterus, 
about halfway between the fundus and the internal os, and 
therefore hardly in a position to have got into the pelvic 



cavity at full time at the previous confinement. On the 
surface of the uterus at the situation of this tumour, there 
was an oval slightly puckered sear, the only indication left 
of the pedunculated subserous tumour vi^hich caused the 
obstruction on the previous occasion, and had since mysteriously 
disappeared. I, of course, did not interfere with the interstitial 
tumour, and the patient went to full term. She has since 
that time had another child, and I satisfied myself that the 
tumour is still there and not increasing in size, probably 
because of the recurrin^^ pregnancies. 

11. Degenn'ation of the ordinary myomaiouH structure 
is very apt to take place, and we have such conditions as 
fibrosis, calcareous degeneration, necrosis, including that form 
known as necrobiosis without germ infection, as well as actual 
sloughing, cederaatous and Hbrocystie, or even myxomatous 
degeneration. Sarcoma is probably not a degeneration, but 
a new growth, or another form of development, and carcino- 
matous degeneration is certainl}^ a misnomer. Any of these 
forms of degeneration increase the risk to the patient if there 
is delay in operating, 

12. I have reserved for my last point, in this part of the 
subject,^ he. de v elop inev t of card ia< ? d i fueai^e i n as soc i at i o n with, 
and probably as the direct result of, fibromyoma. I have 
at present under my care four illustrative cases, two of them 
operated on nearly a year ago, one last week, and the fourth 
waiting operation. 

Case VIIL — A widow, age 46, complaining of pelvic pain 
more or less for fifteen years, and having tried most of the 
forms of treatment, including tamponade, applications to 
endometrium, blistering, and the usual drugs. Patient was 
reduced to a state of chronic invalidism, so that the slightest 
exertion induced fatigue, and brought on her pelvic pain. 
Finding the uterus slightly enlarged and irregular, owing to 
w'hat felt like small fibroid masses bulging specially to the 
right side where pain was most severe, and confirming this 
under an anaesthetic, I advised operation. Mr, Parry, who 
was consulted, confirmed this opinion, and performed a supra- 
vaginal hysterectomy, removing the appendages at the same 
time. 

The patient is now, a year after operation, in the enjoyment 
of better health than she has had for a number of years, has 
no pain, and is able for the ordinary duties of daily life. It is 
necessary to note that after so long a period of invalidism, 
during which also the area of cardiac dulness had extended 
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out to the nipple line, and there was developed that cardiac 
weakness now known to be directly associated with an essen- 
tial hypertrophy of the heart, and in addition there was 
established a distinct neurosis, it was not to be expected that 
normal health would be immediately restored by the operation ; 
but in this case, in spite of a worrying cystitis, there was a 
consistent improvement, so that in a year's time considerable 
exertion is now no longer a pain, but a pleasure to her, and 
her bodily strength seems likely to be completely renewed. 

Case IX. — Married 7^ years, no children, age 44, first seen 
by me in February, 1898, when a small fibroid projection 
was felt to the right of the uterus, and another rather more 
prominent on the posterior wall. This consultation was mainly 
owing to sterility. In 1903, as constitutional symptoms, 
e.g., inability for ordinary exertion, tendency to menorrhagia, 
and pain, were more urgent, careful examination was made, 
and the tumour was found to be very much larger. As, 
on this account, there seemed also to be danger of pressure 
giving trouble very soon, operation was advised. In April, 
1904, I did a supra-vaginal hysterectomy, leaving the ovaries, 
which were apparently healthy. Her recovery from the 
operation was without incident ; but the constitutional weak- 
ness, due to the prolonged seini-invalidism and to the cardiac 
disturbance, took months to disappear, and even yet there is a 
certain degree of cardiac enlargement. 

Case X. — Married, age 48, one child now grown up, com- 
plaining of vulvar pruritus as the most distressing symptom, 
but found to be suffering from a myomatous condition of the 
uterus, associated with an occasional and very irritating 
leucorrha^al discharge. Such causes of pruritus as diabetes, 
parasites, &c., were carefully excluded, and local treatment, as 
advised by Dr. Morton, was then used effectively, so as to check 
the pruritus and relieve the resulting dermatitis, the uterus 
having been in the first instance curetted. The most interest- 
ing, feature of this case, however, is the sallow anaemic 
appearance, amounting almost to a cachexia, together with 
the enlargement of the area of cardiac dulness quite to the 
nipple line, together with considerable physical weakness. 
When such a complex of symptoms occurs, the time has come to 
consider radical measures, whatever be the size of the tumour. 

The fourth instance of essential cardiac hypertrophy is 
^rea(3y recorded in this py-per as Case III. In this, as in 



those already detailed, there was remarked the sanie complex 
of symptoms — canliac hypertrophy, sallow, anaemie, anxious 
appearance, physical weakness and nervous excitability, which 
would doubtlcsa in time have mined the patient's health, and 
added greatly to the risk of an operation postponed to a later 
date to see whether the tumour would, in the meantime, become 
larger. 

The foregoing considerations, as illustrated by cases in my 
own experience, have convinced me, as others are being con- 
vjnced, that surgical interference should take place sooner in 
cases of uterine tibromyoma. The day of medical treatment 
so-called is almost over, at least so far as drugs go; and 
we may here dismiss ergot, hydrastis and ham am el is, the 
bromides and iodides, iron, and the other astringents, gland 
extracts, thyroid or mammary, as at the best only palliative 
measures. Electricity has had a wonderful vogue, and 
possibly it helps to cheek hcemorrhage, and the same effect 
may be credited to Pincus' method of applying steam by zesto- 
causiii, but we put these in the same category. 

It may safely be said that the outstanding indication of the 
cases to which I have referred, and of the extensive recent 
literature on the subject, is early recognition of the disease 
and early operation. By doing .so^ we avoid the deterioration 
in health and the essential cardiac disorder, the complication , 
of size and its attendant evils, the degeneration of the growth 
itself, and the development of disease in adjaeent organs. 
Hysterectomy for myoma seems to be passing through the 
same experience as did ovariotomy in days that are williin 
the memory of most of us. No one w^ould now think of 
leaving an ovarian cyst or tumour to develop ; and tire liay 
is near when, owing to improved technique ensuring greater 
safety, the discovery of any myoma by the gyniecologist will 
be the signal for its early removal by one of the approved 
methods. 

1 wish to complete this communication by reference to the 
different operative methods, though it is impossible in the ^ 
compass of this paper to discus.s them critically. Thej* fall ' 
into two classes. 

1. Operations that aim at checking the growth, and even 
the poJisible disappearance of the tumour, by lessening the 
nutrition of the tumour. 

Only a word needs to be said on this method. It is too 
uncertain to be relied on whether we adopt Tait a method of 
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tying the ovarian arteries and removing the appendages, 
or Gottschalk's plan of ligaturing the uterine arteries, pei' 
raginam ; or as Altuchneff recommends by tying them high 
up in abdominal section, or the more thorough and more 
frecjuently successful plan proposed by Martin, of Chicago, 
who ligatures the whole broad ligament. 

The indications for more radical procedures than those 
methods make possible, are found in the fact that only 
interstitial fibroids are likel}'^ to be influenced, and also that it 
is not always possible to separate and ligature both sets of 
appendages. Such an operation may, nevertheless, be the 
only one available, and there is conclusive evidence that it is 
sometimes effective in arresting growth. The first patient 
on whom I operated for fibroid was a case in point. She was 
a housemaid, aged 85, suffering from a large pedunculated 
subserous fibroid, with projecting fibroid bosses here and 
there over the uterus, itself myomatous. After taking away 
the large tumour, I decided to remove the appendages. I 
saw and examined this patient two or three years later, when 
I found her in robust health, and the uterus was already 
distinctly atrophied. 

2. The other class of operations involves the removal of the 
tumour alone (myomectomy), or of the tumour and uterus with 
it (hysterectomy or hysteromyomectomy) either by the vaginal 
or by the abdominal route. I shall not attempt to detail the 
indications that rule the choice of any variety of this operation. 
They are probably already clear enough to the minds of all. 
It is sufficient for me to say that 1 have usually done an 
abdominal hysterectomy by supra-vaginal amputation, and 
that, in addition, I am inclined now to excise the little stump 
of cervix in the way recommended by Bland-Sutton, a 
manoeuvre that does not add to the risk of the operation, 
while it saves from after trouble of any kind, panhysterectomy 
being the ideal operation, but being, according to methods 
hitherto practised, a more serious risk than the method of 
supra- vaginal amputation usually followed. In a final word, 
a review of my own comparatively small experience, and a 
study of the most recent work of others, convince me that 
other indications demand radical and earlier operative measures 
besides the classical reason of haemorrhage, and that especially 
there are liable to result by delay in operation, not only a 
growth in size and a degeneration or interference with the 
proper activity of other neighbouring organs, but also a 
distinct myomatous cachexia, indicated specially by the 
essential cardiac hypertrophy, blood changes, and consequent 



physical weakness, which lessen the power of recovery, and 
therefore add considerably to the risk of operation. 

Dr. MmiTO Kerr said that the present trend of opinion 
amongst gynaecologists was in favour of much earlier inter- 
ference with fibro-myomata. It was, however, very difficult 
to say what w^ere the conditions M^hicli indicated such treat- 
ment. Of coorse, haemorrhage, pain, increase of growth, 
everyone now accepted as indicating immediate removal of 
the uterus or tumour. But what about the cases in which 
the tumour of only moderate size remained quite stationary, 
and caused no discomfort, &c. ? Personally, Dr. Munro Kerr, 
while he would certainly not operate in cases of small myoraata 
which were causing no symptoms, did approve of operative 
interference if they were of any size, for if they were of any 
size he invariably found that they grew larger, and had j 

ultimately to be removed. The fact that the operation of 
hysterectomy was now so safe (the mortality was hardly over , 

2 or 3 per cent) encoura;2fed us to recommend operative inter- if 

ference much more frequently. Supra-vaginal hysterectomy 
was the method he preferred, if it was at all possible. There I 

was no doubt it w^as a little easier, and attended with a lower 
mortality than panhysterectomy* As rep^ards ergot and 
electricity, he had never seen any benefit follow this adminis- 
tration, and he now considered such treatment hardly worthy i 
of mention. 1 

Da MacLennan instanced one case showing the difficulty of J 

advising operation. The case had been treated many years 
previously by electrolysis, and had been claimed as a cure, ! 

The growth was mostly subserous, if not entirely so, and the ' 

only syDiptoms present were cardiac. The patient was near " 

the menopause, and was very adverse to have an operation. " 

The question whether a hysterectomy ought to include the 
cervix or be supra- vaginal was not considered to be of much 
importance. 

The Pre8ide7it remarked that Dr. Russell had omitted 
mention of myomectomy, which waB the ideal operation for 
uterine myoma, although, unfortunately, it was only seldom 
feasible. Still, even in cases of multiple tumours, it was 
sometimes possible to enucleate the tumours from the uterine 
w*all, and naturally in all cases of pediculated myomata no 
other operation should be thought of. With regard to the J 

indications for operation, he thought the standpoint had 
completely changed of late years. Whereas formerly opera- j 

tion was regarded as justified only by the occurrence of | 
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serious symptoms, and anyone who operated for iiiyonm had 
to plead very pressing; reasons, the reverse was now the ease, 
and it was rather regarded as proper to operate, unless there 
were strong reasons for not operating. 

Br, Stark said that in more than one respect he differed 
from Dr. Russell. No mention had been made of the opera- 
tions of myomectomy and enucleation ; and yet, when these 
can be safely performed in 8ni table cases, they are the ideal 
operations, in so far a^ they conserve the uterus while removing 
the tumour Dr. Stark had, in one married patient, removed 
five or six tumours, and though there had never been 
pregnancy before, yet after the operation it occurred, and the 
patient had given birth to healthy children. He did not 
believe that whenever a iibroid tumour was discovered the 
patient should he advised to submit to immediate operation, 
and thus prevent possible future disasters. Each case required 
separate consideration and advice. It was to be regretted 
that greater unanimity in the profession did not exist on this 
point, as it was of daily occurrence that patients received 
directly opposing opinions. 



in. — DOUBLE OVARIAN CYSTOMA AND UTERUS AFFECTED M'lTH 
MELANOSARCOMA 1 WHOLE ABDOMINAL AND THORACIC 
VISCERA STUDDED WITH INNUMERABLE MELANOSARCO- 
MATOUS TUMOURS. 

By Dr. G. Balfodr Marrhall. 

S. M'L., aged 30, was admitted to the Glasgow Royal ' 
Infirnjary on 30th June, 1904, complaining of an abdominal 
swelling and gastro-intestinal symptoms. Her health aeeined 
to have been ^ood till November, 1903^ when she began to 
suffer from epigtL^trie pain, with a feeling of nausea after 
taking food. This continued, accompanied by such a pro- 
gressive loss of strength, that about the middle of March, 
1904, she was compelled to give up her daily work. In May 
she had in addition attacks of vomiting which persisted for a 
month, when, as the result of treatment, some improvement 
took place. This improvement, however, did not last long, 
ag during the two weeks prior to admission to hospital her 
general condition became worse. She felt very weak, was 
fevered, and had severe sweating. Although on admission 
the abdomen was found markedly distended by a large 
cystic tumour, yet the patient had only been conscious of 
its presence for a few weeks. She had also suffered from 



abdominal pain, which, however, was never severe. Menstrua- 
tion, which began at the age of 14, had always been regular, 1 
of the four -week type, lasting three or four days, and f, 
accompanied by sacralgia, which lately had been more severe. 
During the intermenstmal periods there was leucorrhoea. 
Since March she had suffered from increased frequency of 
mieturitioTij and the bowels w^ere habitually costive. 

On admission to hospital the patient looked ill and anaemic, 
with a temperature of 101 "6'' F. : pulse, 112 ; and respirations, 
22- The tongue was dry and furred. Both feet and legs 
showed alight ct'dema, 

' Exami7iation.—The abdomen w^as distended in its lower 
half to the size of a six months' pregnancy, and showed a 
faint linea nigra as high as the umbilicus. Percussion elicited 
dulneas, extending upwards for 6| inches from the symphysis 
pubis to the level of the umbilicus, and laterally for 8 inches 
from the middle line towards each flank, the tumour being 
6 inches broad. A noticeable feature in connection wuth 
percussion was the variation in the area of dulness at repeated 
examinations. There was considerable tympanites, and the 
bowels overlapped the right side of the tumour especially to a 
varying extent, so that at one of the examinations the area of 
dulness even on deep percussion was only 8 inches broad. By 
palpation a tense ovoid cystic tumour could be felt arising 
from tlie pelvis, and resembling a six months' pregnant uterus 
both in size and shape. Auscultation was negative. 

Vaginal examination. — The vulva and vagina were those 
of a virgin. The cervix was low down, and pushed close to 
the symphysis pubis by a cystic tumour which filled the whole 
pelvis and could not be moved, 

Bi manually the uterus was found pushed against the 
anterior abdominal wall a little to the right of the middle line. 

The tumour was diagnosed as a large multilocular cystoma, 
but from which ovary could not be deternnned. Subsequent 
post-Tnortewi examination, however, proved that both ovaries 
were affected, one cystoma overlapping the other in such a 
manner as to make them apparently one tumour. 

It was evident that the ovarian tumour could not account 
for the general condition of the patient, so that operation was 
out of the question. 

There was at tirst a suspicion of typhoid, rendered more so 
by the presence of several rose-coloured spots on the abdomen 
and some enlargement of the spleen. The tongue, how^ever, 
though dry and furred, was not like that of typhoid, and the 
bowels, when moved by an enema following on e^ dose of 
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castor oil, showed a stool which, though very foetid, was not 
suggestive of this fever. WidaFs reaction was also negative. 
In view of the possibility of typhoid the urine was tested for 
Ehrlich's diazo reaction, but also with negative results. Simon 
(quoted in Butler's Diagnostics of Internal Medicine) says 
that if this diazo reaction is not found in the second or third 
week of a supposed case of typhoid it is probable either that 
the case is very mild or that the diagnosis is wrong. 

A positive reaction, besides being seen in the majority of 
enterics, is also obtained in various forms of tuberculous 
disease, septic conditions, &c. 

The urine was acid; specific gravity, 1030, with a trace of 
albumen, but no sugar nor bile. After standing for some 
time exposed to the air it acquired a darkish-brown colour, 
not unlike what is seen after absorption of carbolic acid. At 
first I understood the urine was this colour when passed, and 
did not attach suflScient importance to it, merely contenting 
myself with excluding bile and phenol. It was not till the 
autopsy revealed melanotic sarcoma that the true nature of 
the pigment in the urine was suspected, and proved to be 
melanogen or melanin. V. Jaksch, in his. Clinical Diagnosis, 
writes that the most sensitive test for melanogen is bromine 
water, which gives a yellow precipitate that gradually 
blackens. Another test is to add a few drops of a fairly 
concentrated solution of iron perchloride, which causes the 
fluid to turn grey, and if more be added a precipitate of 
phosphates falls, carrying the colouring matter with it. This, 
again, dissolves with an excess of the solution. 

The presence of melanogen in the urine, although a useful 
aid to diagnosis, is not always obtained in cases of melanotic 
sarcoma, and this pigment may be seen in large quantities in 
wasting diseases. At the same time an earlier recognition of 
its presence might, at the least, have raised a suspicion as to 
the cause of the patient's symptoms. 

From 1st to 4th July the patient's condition got steadily 
worse, the temperature ranging erratically between 101° and 
103° F., and the pulse from 124 to 140 per minute. On the 
evening of 4th July she had an attack of dyspnoea. Though 
nothing definite was found in the lungs on admission, examina- 
tion now showed the presence of rales, especially in the left 
base, with slight dulness to percussion, and a diminution of 
the respiratory sounds. Respirations were now 30 per minute. 

One of the physicians saw her in consultation on the morning 
of the 5th, but would express no opinion a^ to the nature of 
the QbsQure disease, 
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Later on in the day the patient became collapsed, the pulae- 
rate rising to 168, with a falling temperature, and at 9 p.m. 
she died without a diagnosis having beeo made as to the cause 
of her general condition. 

On 7th July a j^ost-vioi^lem examination way made liy Dr, 
Workman, with the result that the thoracic and abdominal 
organs were found studded with countless melanotic sar- 
comata of various sizes. There were no external evidences 
of these. The detailed report is as follows : — 

Heart normal in size, w^all studded with small melanotic 
tumours* 

it£?igrs voluminous, emphysematous, and studded throughout, 
but especially immediately beneath the pleura, wdth melanotic 
tumours of various sizes, from that of a pin-head to that of 
a bean. 

Liver enlarged by the presence of numerous melanotic 
tumour nodules, some of which are as large as a Tangerine 
orange* 

Spleen large and soft, and has a general pigmented appear- 
ance, but no definite tumour. 

Suprarenal glands. — The left appears transformed into 
a melanotic tumour mass about the size of a Tangerine 
orange* 

Kidneys show numerous small nodules under the capsule 
and throughout its substance* 

Bladder has only a few nodules in its wall* 

Mesentery, intestines, and omenttim are studded with 
innumerable small nodules. 

Lymphatic glands seem remarkably free from tumour 
formation* There is a mul til ocular cystoma of each ovary, 
the left one being fixed in the pelvis, while the right lies in 
the abdomen. 

Both cystomata, as also the uterus, are studded with 
numerous small melanotic nodules, but one in the right cyst 
is the size of a walnut* The cysts contain a watery, brownish 
fluid due to the presence of melanin, and the inner walls are 
deeply pigmented with the same substance* Microscopical 
sections show that the cell protoplasm is first invaded, then 
the nucleus, when the whole cell is destroyed. Granules and 
needle-like crystals were seen in the sections, which may be 
some compound of melanin, as it does not seem to depend on 
the staining reagent used. 

Dr. Carstaws Douglas said he was much interested in this 
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communication, especially when taken along with the micro- 
scopic section of a curetting shown by Dr. Stark. In trying 
to diagnose melanotic sarcoma by the urine it must always, 
as Dr. Marshall had remarked, be kept in mind that the 
urine first passed might be of ordinary yellow tint. At this 
stage it contained melanogen, a colourless chromogen which 
gradually became dark (formation of melanin) with time. 
He had applied the bromine and the ferric chloride tests to 
the urine in Dr. Stark's case with negative results. He did 
not know what the crystals could be which Dr. Marshall had 
found in the tissues from his case. 



Meeting V. — 22nd February, 1905. 



The President, Dr. J. K. Kelly, in the Chair. 



I. — SPECIMENS. 
A. By Dr. J. K. Kelly. 

1. Pregnant uterus with a dermoid cyst of the ovary, 
removed from a patient who suffered from uncontrollable 
vomiting of pregnancy. The patient died of haemorrhage 
from the bowel. 

2. A myoma enucleated from the uterus of a patient, set. 22. 

3. A myoma removed by enucleation, followed by hysterec- 
tomy. 

B. By Dr. Scott McGregor. 

1. Small cervical fibroid attached by an attenuated pedicle 
to the cervix, the pedicle consisting of blood-vessels alone, 
which fed the tumour. The pedicle had ulcerated, with the 
result that a most alarming haemorrhage ensued, the patient 
passing clots as large as one's fist. 

2. A fibroid growing on and involving the antero-lateral 
lips of the cervix, causing a hypertrophy and prolongation 
of the part involved, with, protrusion outside of the vagina of 
the fibroid tumour, and consequent resulting ulceration of its 
exposed surface, giving the appearance of an elongated cervix 
with erosion. 




Di\ Olipkant introduced the discussion by reading the 
following paper : — 

When your secretary aaked me if I would be willing to 
open a discussion on the treatment of chronic endometritis, 
I am afraid I did not realise the difficulty ot the task, nor my 
ignorance. However, this is to be a discussion ; so I mean to 
lay before you a few of my difficultie.s, in the hope that I, 
at anyrate, may get some enlightenment from the experience 
of other Fellows to-night. 

We are met by the initial difficulty — -what in chronic 
endometritis ? lo a paper read some years ago in this room, 
before one of our kindred societies, by one of our former 
presidents, the author said^ by implication if not directly, that 
chronie endometritis was the result either of gonorrhoea or of 
abortion. From that view of the subject I must express my 
dissent, though T)r, Pollok is not alone in his opinion. For 
example, if we turn to the text*book of Dr, Howard Kelly, of 
Baltimore, we find this statement, "Chronic endometritis is 
rather rare. The prevailing habit of dascribing all scrapings, 
particularly because of their abundance in some cases, as 
examples of endometritis^ is greatly to he deplored. It interferes 
with our getting any satisfactory idea as to the frequency of 
the real affection, and tends to encourage unnecessary operating. 
The so-called 'fungoid endometritis' is not a pathological 
entity at all, and the name ought to be expunged from 
gynsBcological works. 

** Chronic endometritis is oftenest associated with old 
cases of pyosalpinx ; it is rarely ever found in the ordinary 
scrapings. 

'*The slight liability of the uterine mucosa to this affection 
may be ascribed to two factors* In the first place, the 
tendency of pus-containing tubes is to complete closure at 
the uterine end, and so shutting off one avenue of infection 
[this makes it clear that Kelly believes the endometritis to 
be caused by the pyosalpinx] ; and, in the second place, the 
form and position of the uterine canal are such as to afford 
good drainage." 

We were told in this room on another occasion that pyo- 
^pinx was caused by intra-uterine applications; but if 
pyosalpinx is the cause of the endometritis, what is the 
original condition of the uterus for which the intra 
uterine applications have been made that in turn cause the 
pyosalpinx? 
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By chronic endometritis I understand a common condition 
which we meet in a large proportion of the women coming to 
the out-patient department of our hospitals, and in a not much 
smaller ratio in private practice also ; that is, if by the name 
endometritis we include catarrhal affections of the cervical 
mucosa, as well as the more severe forms which are associated 
with enlargement of the uterus, and accompany the states 
named congestion, hypertrophy, areolar hyperplasia, sub- 
involution, or metritis, according to the etiological hypotheses 
of the sponsors. Metro-endometritis is a convenient if bar- 
barous name to indicate the combined more serious form. 

Dr. Thorburn went so far as to say that the gynaecologist 
might be almost pardoned for considering cervical catarrh as 
normal, at anyrate in married women. And in spite of what 
I have just quoted from Dr. Howard Kelly, the affection may 
be considered so common that no excuse need be offered for 
choosing it as the subject of to-night's discussion. "The 
newest and most brilliant achievements of modern gynae- 
cological surgery," says Dr. Thorburn, " are all very well in 
their way. Ovariotomy, hysterectomy, are most striking in 
their results when«we see them grouped in the practice of the 
few, but they are concerned with only a small fraction of 
human suffering compared with that which is daily and 
hourly, too often vainly, demanding relief at the hands of the 
great body of the medical profession, on account of chronic 
inflammatory affections of the uterus. Sometimes as the 
cause, sometimes as the effect, of other uterine diseases, or of 
various morbid states of the system, metritis (and by that he 
means endometritis as well) meets us at every turn, and for 
want of the time and hygienic conditions necessary to its 
cure, it continually baffles our efforts at permanent relief." 
After stating that such cases are apt to be neglected by 
practitioners, and naturally fall into the hands of quacks, 
he continues, " The difficulties of the subject depend not only 
upon the intractable nature of many of the cases, but also 
upon the obstacles which many meet with in acquiring such 
a clear knowledge of the pathological facts involved as will 
fit in with and lead to definite principles of treatment." These 
words seem as true to-day as when they were written twenty 
years ago ; for so far as my experience and my reading go, 
pathology does not seem to give us much light on the 
principles of treatment, which still in many cases remains 
of little avail. If any of the Fellows who work at pathology 
are in a position to lay down pathological indications for 
treatment, I am sure we will all hear them gladly. 



The late Dr, Gebhard, in his work on prjnaecological patho- 
logy, describe.s various forniB which the uteri oe mucosa assumes 
in endometritis, according as the inflammatory process attacks 
chiefly the glandular elements or the interstitial tissues. 

First, he describes endometritis ^dandularis hyperplastica, 
in which the increased number of the glands reduces the 
interspaces to a iifth of their normal si^se. This may be 
specially marked in the deeper layers from branching of the 
inner ends of the glands. 

Secondly, he describesi an endometritis glandularis hyper- 
trophica, in which the glands are increased in size rather than 
in number He lays special stress on the fact that burrowing 
of the glands into the muscular tissue is not evidence of 
malignant disease. In their increased length, the glands 
assume a corkscrew or in some eases a zig-zag conirse. 

In the interstitial forms of endonjetntis^ he describes a 
condition in which the glands are dimini?shed in number, 
while the interstitial tissue is increased in amount, and also is 
infiltrated in the acuter stages with round cells either difl'usely 
or in small masses; and in the chronic stages these cells 
become spindle-shaped. In the superficial layers the cells 
become Ave or ten times larger than usual, and are individually 
indistinguishable from decidual cells. As the disease becomes 
chronic, the spindle-cells lead to general cicatricial contraction 
and to atrophy, with the glands lying obliquely or flat, often 
forming retention cysts. 

The form which is described under the name of endometritis 
exudativa is specially associated with dysmenorrhcea. In this 
form the glands are separated, not by increased amount of 
interstitial tissue, but by dilation of the interglandular lymph 
channels. These become filled with albuminous inflammatory 
material, or sometimes with mere serous aedematous fluid, or 
in other cases with effusions of blood leading to hsemorrhage* 
This last condition was found in a uterus removed for haemor- 
rhage (by Gebhard). 

You have heard that Gebhard associates his exudative form 
of endometritis with dysmenorrhfea and with haemorrhage; 
the next form in his classification is the exfoliative, or to name 
it from its clinical features, membranoas dysmenorrhcea^ a 
condition as mysterious in its etiology as it is rebellious to 
treatment. 

The formation of the membrane seems to take place just 
before the onset of the period, as in the intervals betw^een the 
periods portions of the mucosa removed by curetting are 
normal in histology. The superficial layers of the mucosa are 
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thrown oft* more or less in continuous sheets, even in some 
cases forming a complete cast of the uterus. This form is of 
the interstitial type, for the glands are diminished in numbers 
and lie widely separated. The stroma has circumscribed 
patches of round -cell infiltration. The meshes of the inter- 
glandular tissue are filled sometimes with finely granular 
exudation, sometimes with blood. In these membranes, also, 
are found large cells like decidua cells ; but though these are 
comparatively few in number and not so clearly visible, 
considerable caution and much experience are required in 
establishing a diagnosis between a menstrual membrane and 
one thrown off* in an abortion. The glands are zig-zag in 
shape, not from increase in their length, but because of the 
pulling and stretching of the membrane in its passage through 
the genital tract. In certain other cases, skin-like casts are 
expelled which consist of fibrine ; possibly these are the causes 
reported as cured. 

That a chronic inflammatory process should continue con- 
fined to one element is unusual, so we commonly find the 
glandular and interstitial types combined, one element pre- 
dominating at one part of the mucosa, and the other in another 
part ; as a general rule, the interstitial process is more marked 
in the superficial layers, and the glandular in the deeper 
layers of the membrane. To this mixed form Gebhard gives 
the name of diflFuse endometritis, and he asserts that it is in 
this mixed form that we have produced the greatest amount 
of thickening of the mucosa that we find in benign intra- 
uterine growths. This thickened mucosa' is irregularly raised 
on its surface, and contains in the hypertrophied interstitial 
tissue a large number of convoluted hypertrophied glands, 
often dilated and cystic. The irregular protrusions of the 
mucosa may go on to actual formation of polypi ; at first 
sessile, they gradually become pedunculated. These polypi 
are distinguishable from the cervical mucous polypi by their 
attachment, of course, and by the character of the glands in 
their substance. They have been termed adenomata, though 
the tendency now is to restrict that term to malignant growths. 
In a case recently curetted by myself, the pathologist reported 
that the scrapings resembled mucous polypi with enlarged 
glands which had papilliform ingrowths. The stroma showed 
round-celled infiltration, and contained many thin-walled 
blood-vessels. I presume that the rupture of these thin- 
walled vessels had caused the recurrent haemorrhages which 
led me to use the curette. This diflTuse endometritis, as 
described by Gebhard, is the fungous endometritis of Olshausen, 




a condition which, as 
not exist 

The literature of the pathology alone is enormous, but the 
subject for to-night is treatment, so T shall nofc enter on it nor 
on the role of the ubifjuitous microbe in the etiology. Here, 
too, the literature is overwhelming, and unfortunately the 
evidence is very contradictory; truly, in multitude of coun- 
sellors there is sometimes confusion of wisdom sls well as 
safety. 

If, and I admit the if covers a multitude of sins, we exclude 
the question of prophylaxis, or to put it practically, apart from 
asepsis in our manipulations, the microbe does nofc seem to 
have much bearing on the principles of treatment. 

In regard to the symptoms, I feel disposed to say that there 
are none characteristic of this disease. We find the common 
gynaecological symptoms, such as general debility, which, of 
course, may be a cause rather than a result; weakness in the 
back; pain in the back or in the iliac regions ; infra-mammary 
pain, one of the most intractable symptoms; leucorrhnea ; 
menstrual disturbances, that is, menorrhagia or dysmenorrhoea; 
sterility may be the complaint, or, if conceptions do occur, 
they often terminate in abortions, which are often the reason 
of the woman seeking advice. By some authors, menorrhagia 
is called the characteristic symptom ; but any or all of these 
symptoms are found in all sorts and conditions of pelvic 
disease. I have for years told the students at the dispensary 
that the patient's history may sometimes give you a hint of 
w^hat you may expect to find, but that her complaint carries 
you no farther than to justify you in proposing a pelvic 
examination ; but I am an agnostic, and perhaps some of our 
Fellows can diagnose endometritis on the lines of a Sherlock 
Holmes, 

In the more severe cases of metro- endometritis, a dragging 
weight and tenderness is the most distressing symptom, and 
as it IS aggravated on exertion, is probably the chief cause 
of the invalidism of this class of sufferers. 

Before discussing general principles of treatment, let me 
say a word or tw^o on some particular types. In some of these, 
the etiology is fairly clear; in otherf^, quite obscure. 

I do not propose to speak to-night of the specific form of 
endometritis arising from gonorrhcea, for that, when it has 
become chronic, is commonly part of a general inflammation 
of the pelvic organs, involving the tubes, ovaries, and pelvic 
peritoneum as w^elh Nor shall I speak of tuberculosis, which, 
except as part of a general tuberculosis, rarely attacks the 
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endometrium. The gonorrhoeal form will probably require 
to be attacked by operation on the tubes or ovaries, while the 
tubercular form would require similar treatment if operable 
at all. 

Membranous dysmenorrhoea is the clinical name of endo- 
metritis exfoliativa, a condition of which the causes are quite 
unknown, though it occurs chiefly in married women. Free 
dilation of the cervix, followed by curetting and the application 
of escharotics, or intra-uterine drainage, have indeed been 
claimed as having given good results, but most authors admit, 
in more or less elegant periphrasis, that the disease is quite 
intractable. Arsenic internally may be given a trial, but I am 
afraid rather as a placebo than in expectation of a cure ; and 
the same may be said of guaiacum. 

Senile endometritis, or as Dr. W. L. Reid has named it, 
senile atresia, is a condition which allows us to speak more 
cheerfully ; for this state of the uterus is usually readily 
curable, though it often causes symptoms resembling those of 
cancer. These symptoms have often been described to this 
Society, and I need not dwell on them, but I may remind you 
that they come on after the menopause, and that the patient 
usually complains of haemorrhage and of oflensive discharges, 
which are so acrid in character as to excoriate the vagina and 
vulva. The passage of the sound is obstructed, and when it 
has been forced through the cervix its withdrawal is often 
followed by a gush of foul-smelling purulent discharge, for 
the cervical canal has become somewhat prematurely closed 
after the menopause, probably by old-standing endocervicitis, 
and the secretions are pent up inside the uterus. When these 
have suflSciently accumulated they burst through the cervix, 
and thus give rise to the initial haemorrhage ; the insuflScient 
drainage of the uterine cavity leads to septic infection of its 
contents, and the discharge becomes purulent, if not so already, 
and of offensive odour. As in cancer, too, the secretions are 
often so acrid as to cause much distress. 

Haemorrhage after the menopause is often looked on as a 
pathognomonic sign of cancer, and it is likely that some of 
the cancer cures claimed by quacks have been of this nature. 

A very moderate degree of dilation, say to No. 8 of the 
English catheter scale, is suflScient to permit of one Or two 
applications of pure carbolic acid to the endometrium ; this is 
usually enough to improve matters very decidedly, if not 
actually to completely cure the patient. This is the sort 
of case that is a satisfaction to patient and practitioner 
alike. 




Perhapa the commonest causal antecedent of endometritia is 
parturition, either at term or at an abortion. It is not 
unreasonable to assert that wherever abortion hag been 
incomplete, or where there has been a moderate de^rree of 
sepsis, there an endometritis will inevitably follow. If there 
be some decidua left in the uterus, there will in most cases be 
troublesome meno- or metrorrhagia; and even a slight degree 
of sepsi« will entail subinvolution, or, as we may call it in 
this connection, metritis or endometritis. Conversely^ endo- 
metritis is a common cause of recurrent abortion, and as each 
abortion leaves the endometrium worse than before, the process 
continues in an ever widening vicious circle, until sterility or 
the menopause interrupts the course of events- 
It is obvious that here the treatment ought to be prophy- 
lactic, and if the profession usually had the treatment of 
abortions in their own hands, we could make sure that the 
uterus was thoroughly emptied, and we could at least avoid 
infecting the uterus ourselves, and this manner of causation 
might to a hirue extent be eliminated ; but, unfortunately, 
many w^omen take so little care at such times that they do 
not give the doctor an opportunity of treating them at all, 
and do not themselves take any precautions or even rest, so 
that there is little chance of involution proceeding naturally. 
Many of our patients, accordingly, already suffer from an 
endometritis following on abortion when they first consult us. 
I think we may say dogmatically that if a woman presents 
herself two or three weeks after an abortion, complaining of 
haemorrhage, and if the bleeding is not arrested tn a very few 
days by rest in bed, and by such drugs as hamamelia, hydrastis^ 
ergot, or viburnum, we should then curette at once. 

When a woman suffers from a moderate degree of septic 
infection after an abortion, with the inflammatory action 
passing beyond the uterus to invade the other pelvic organs 
and tissues, it is not possible to give precise indications for 
local treatment Each case must be taken on its merits, but 
I think that if we tind the os patulous, and if there are other 
evidences of some debris being left, then we are usually 
justified in carefully using the curette. 

Also, if there is no evidence of pelvic peritonitis, and the 
endometrium is found unhealthyj curetting is the right treat- 
ment, and should be undertaken early, that is if one or two 
applications to the interior of the uterus have not produced 
marked improvement in the local conditions. 

In the endometritis following labour at term the question is, 
m a rule, even more complicated, For the woman is often run 
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down in general health, ansBrnic, and badly nourished ; in some 
cases she has been in poor health previously, and has not been 
able even to suckle her infant, or she is exhausted by too 
frequent child-bearing, or, I should say rather, by having 
borne her children at too short intervals; or she is pulled 
down by some intercurrent illness, such as albuminuria; or 
she is worn out by prolonged lactation, as we often find 
among our poorer classes, who prolong their breast-nursing in 
the vain hope of postponing the next pregnancy. 

In all such cases the treatment must be directed to the 
improvement of the general tone of the patient in the first 
instance. 

Again, lacerations of the cervix — common when the forceps 
has not been used, but in too many cases undoubtedly the 
direct result of the reckless use of instruments — lacerations of 
the cervix are the exciting cause of the metro-endometritis. 

These post-partuip cases form a large proportion of our 
gynaecological patients — cases rebellious to treatment, often 
incurable, an opprobrium to the profession, the happy hunting- 
ground of charlatans. 

If unhealed tears are found in the cervix, they should be 
mended; at anyrate, I am a believer in the value of this 
procedure, for by repairing the wound you close an avenue of 
septic absorption, the uterus improves in tone, diminishes in 
size, and in many cases the woman is relieved of her inability 
to walk or to take any form of exercise. We thus help to lift 
her from that wretched life of invalidism, to get rid of which 
should be our chief aim. 

The lacerations may be simply repaired, or if there is much 
hypertrophy or very extensive irregular splitting of the 
cervix, amputation of a part of the vaginal portion is as easy 
and more thorough. I see that Dr. Barbour is inclined to 
doubt that repair of the cervix tends to lighten the uterus, 
*and yet in almost the same sentence he advocates the amputa- 
tion of the cervix with that object. 

I have in a few cases practised ignipuncture of the cervix 
when it has been hypertrophied, and, I believe, with benefit ; 
at anyrate, it may be tried before submitting the woman to 
an operation like amputation, which entails some days at least 
in bed. 

Along with or outwith parturition any state or condition 
leading to congestion of the uterus tends to chronic endo- 
metritis. Such exciting causes must be looked for, and 
removed if possible ; thus cirrhosis or congestion of the liver 
of alcoholic origin must not be overlooked, nor cardiac disease. 
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A few days ago I sa^ a case of valviilar obstruction und 
incotiipetence, which I have no doubt waft the cause of the 
menorrhagia conj plained of; and I recently sent a yonn^ 
woman into hospital who has a retroverHion, but whose chief 
trouble depends, I am satisfied, on a cardiac lesion. 

Local causes of congestion must not be missed, such as 
displacements and flexions. The symptoms in cases of dis- 
placement are often due to the resulting congestion and 
subsequent endometritis, A pessary which simply lifts the 
uterus without actually reducing the displacement is often 
enough to relieve symptoms. 

Tumours, such as ^broids, are a common cause; and in 
those obscure cases of fibroids with high temperature it is 
probably the absorption from the unhealthy endometrium that 
induces the feven After the expression of opinion in this 
Society a few weeks ago, it may be said without fear of 
contradiction that the tendency is to treat these cases by 
removal of the fibroid, with or without the uterus and its 
appendages, though I see no reason in most cases for removing 
the ovaries and tubes as well as the uterus. At the same 
time it may be borne in mind that a considerable number of 
cases of bleeding fibroids have the haemorrhage checked by 
curetting when drugs have failed, and probably the benefit 
ascribed to the Apostoli electric treatment is due to the action 
on the endometrium rather than on the fibroid. 

Tight lacing is always denied by the patient, and it is of no 
use to preach about it; but the patients can be advised 
against too many skirt fasten inga round the waisL When the 
subject has been taken up seriously from the aesthetic side we 
may hope to get rid of this element in the etiology of pelvic 
disease; perhaps the Japanese alliance will work the miracle 
for us. 

Bad hygienic surroundings are difficult to combat; the long 
hours of standing in shops and factories, or of sitting in stuffy 
sewing- rooms are not ea.E\ly got rid of; here the bicycle is of 
more use than much profej^sional assistance. 

In the article in Clifl^ord Allbutt's Sydeni of Gyv myology, 
Dr Barbour states the case very neatly for general treatment. 
He says " the importance of constitutional treatment must 
be fully recognised, as there is no doubt that far too much 
attention has been given to local treatment. In most essays 
on the treatment of cervical catarrh, we find pages given to 
local applications and to operative procedure, while general 
treatment is dismissed in a paragraph. This makes the local, 
as against the general treatment, bulk far too largely in the 
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mind of the practitioner. While, on the other hand, it may 
be argued that there will always be a class of patients who 
are not satisfied unless somethint^ is being; done directly for 
them, we must lenietuber that, on the other hand, irreparable 
harm often results from lines of treatment which direct the 
patient's attention to the pelvic organs," 

It is partly, one might say in great part, the impossibility 
of placing the woman in a healthy genera! state that makes 
so many of these cases intractable ; but it must not be forgotten 
that neurasthenia h not a disease of the poor only, and we 
must be most careful to explain to the patient exactly what 
we mean if we prescribe rest. Above all things, let na do 
nothing which may induce a habit of in\'alidism, A woman 
who is always lolling about on a sofa is a nuisance to herself 
and to her household. When I wish a lady to rest, I always 
prescribe definite times at which she must rest. There is to 
be no sitting in the drawing-room with the feet up on the 
sofa, no lounging in the evening when the husband comes 
home. I would banish the sofa from the drawing-room 
altogether. Anyone who has ever lived in a house with a 
valetudinarian W'ill appreciate the force of my appeal. Let 
the patient then rest, let us say, for an hour before lunch and 
for an hour before dinner. Let the lying down be really 
lying down in the bedroom WMth the frock oti^ so that there 
is less chance of being disturbed. Many ladies come home at 
the la^t minute, scramble through their dressing, and are 
naturally too tired to eat or to spend a rational evening. 
You can advise her to do the greater part of her dressing 
before lying down, so that she has only to slip on her gown 
before dinner, and so can be rested and fresh and fit to come 
down to the drawing-room to receive her husband or her 
guests. Whatever we do, let us do nothing to encourage the 
loafing habit ; it is bad. phy.sically and morally. The patient 
to whom we prescribe rest must not be allowed to think that 
all work is forbidden her; make her get through a reason- 
able amount of walking. So-called carriage exercise may be 
fatiguing, but does not take the place of a brisk walk. As 
for the motor car, it induces an excessive appetite, making 
this sort of patient eat more than she can digest, and^ besides^ 
it creates an artificial excitement exhausting to the patient 
and otherwise undesirable. 

If complete rest is essential, as it sometimes ia in severe 
eases of metro-en dome tri bis, it should be away from home 
surroundings^ as in the so-called Weir-Mitehell treatment. 
Under the care of a judicious nurse, local treatmentj such a^ 





douching, can be carried out thoroughly if it is really required- 
Massage to restore the general tone and careful dieting are 
all more easily obtained than in the patient's house, where 
she can order the servants to do what she wants. 

The various substances recommended for intra-uterine 
application are endless in number, and I need not enumerate 
them. Carbolic acid seems, perhaps, still to be the favourite; 
some men prefer to use it diluted with an equal quantity of 
camphor, spirit, or some such substance. Iodised phenol, 
that is, 40 grains of iodide to the ounce of pure carbolic acid, 
has the reputation of being a more powerful agent than pure 
carbolic acid, but it has the disadvantage of having a very 
persistent and disagreeable smell, and of being so corrosive 
as to damage instruments of almost any metal ; it affects even 
gold plating. Some men tell me that they get good results 
with acid nitrate of mercury, but I have no personal experience 
of it We were told some time aero in this room that applica- 
tions of carbolic acid were one of the most prolific causes of 
salpingitis, I do not believe that ; but be that as it may, 
there can be no doubt that some of the more caustic applica- 
tions, such as zinc chloride, have frequently been followed by 
stenosis of the cervical canal. Whatever drug we use must 
be applied thoroughly to the endometrium, and not merely 
to the mucus covering it, 

W^e must, I think, confess that local treatment by intra- 
uterine medication or by glycerine pads gives, at best, in many 
cases only temporary bcDefit. With the class of patient, at 
any rate, that we see in our hospital dispensaries, I am more 
and more inclined not to prolong the treatment by local 
applications, but to send them early into hospital for curetting, 
I am aware that it has been the custom to do cu ret tings in 
the Out-patient Department at the Royal Infirmary here. 
Until quite recently, our surroundings at the Western 
Infirmary Dispensary did not allow me to feel justified in 
doing any operative work among the outdoor patients. I am 
not yet quite satisfied that such an operation as a thorough 
curetting is a safe procedure in the case of a woman who is to 
be sent to a dirty home, where she can command no attention 
or care. I should feel afraid of septic infection, but I am sure 
all of OS wdll be glad to learn from Dr, Balfour Marshall's 
experience. It would certainly be a great saving to the 
hospitals if such eases can be safely treated as*out-patients, 
as well as a boon to the women themselves, who often have 
to wait for adiuission to the wards. Except after abortion, 
it is usually necessary to dilate the cervix under an anaesthetic, 
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and it is precisely in the cases after abortion that the risk of 
sepsis seems to me to be greatest. Even if the women are 
not already affected when they present themselves for treat- 
ment, they have lost much blood and are consequently reduced 
in condition. However, as I said at the beginning, my object 
is to elicit information. Actual experience is of more value 
than much hypothetical argument, and 1 do not forget Dr. 
Goodell's dictum " that he is the most successful gynaecologist 
who is intelligently the most plucky." 

But even the use of the curette is often disappointing, and 
I am unable to lay down any general indications for it. The 
pathologist can give me no help ; perhaps some of the Fellows 
can give us some clinical rules for our guidance. Apart from 
the cases after abortion already mentioned, I think that a 
large proportion of cases suffering from haemorrhage are 
benefited ; beyond that I am not inclined to go. I know 
that some cases characterised by profuse or offensive leucor- 
rhoea have received scarcely even temporary benefit. 

Summary. — Every woman must be treated individually, 
and not as a case of endometritis. 

The general health of the woman is at least as important as 
the local disease. 

We must educate women to understand the value of care 
after abortions. 

After labour at term, we must try to secure and maintain 
a thorough degree of involution, encouraging our patients to 
suckle their infants for a reasonable time, that is, to avoid the 
extremes of no breast-feeding- and of over-lactation. 

Injuries and displacements of the uterus are to be repaired 
and rectified. Tumours and other local or constitutional 
causes of congestion are to be sought for and treated on 
rational principles. 

Above all things, do not let us magnify the uterine trouble 
in the woman's mind, and so make an invalid of her. 

Dr. Stark said that infiammation of the mucous membrane 
is frequently confined to the cervix, and when there is also 
a laceration the lips of the everted os present granular 
patches, the ducts of the glands become blocked, and 
retention cysts form. The proper treatment in such cases 
is either trachelorrhaphy or amputation of the vaginal portion 
of the cervix, after which many of the symptoms usually 
associated with endometritis disappear. 

It had been said that "membranous dysmenorrhoea" is an 
incurable disease, and that in its association with endometritis 
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it produces sterilitj^ but Dr. Stark can speak of a case in an 
nntnarried woman which he brought before the notice of the 
Society a few years ago, in which complete casts of the uterus 
were passed almost monthly. Not only was there cure of the 
condition after curetting, but the patient, who is now married, 
is at present pregnant. That endometritia oeeura in virgins 
is not open to doubt, but most cases are curable by attention 
to the general health, fresh air, and exercise. Curetting, or 
the apph' cation of caustics, is not only unnecessary ^ but may 
produce much harm in snch cases. In endometritis resulting 
from imperfect emptying of the uterus or repeated mis- 
carriages, the only treatment which should be adopted is 
curetting, but it requires to be undertaken with all precautions 
against sepsis, 

Dk liichmond recommended one or two applications of 
carbolic acid to the interior of the uterus at intervals after 
curettage. 

Dr, (?. Brownlie M'Kmidrick spoke of the value of the 
flushing curette, which could easily be used on the last day 
of menstruation, when no dilatation or general anesthetic 
were required; also in the general treatment of abortion, with 
successful results. 

Dr. Scott M'Grego7' said— In the treatment of chronic 
endometritis, one has to discover the cause an<l remove it, 
otherwise there is no lack of treatment, and the difficulty one 
finds ia to know what is be.st to employ. Local measures are 
in themselves essential, but one must never forget to combine 
constitutional remedies at the same time. My experience 
with regard to membranous endometritis corroborates that 
of Dn Oliphant, and I cannot recall any individual instance 
of cure resulting from curetting, applying iodised phenol, or 
the application of electricity. In senile endometritis, however, 
it is with a feeling of satisfaction that one looks back on the 
several instances of the aluiost immediate relief experienced 
by patients following the local treatment, and I recall one 
instance in particular where the patient, aged 70 years, was 
confined to bed with this distressing complaint, the ichorous 
discharge producing an ec^^ematous eruption from the labia 
as far down as the knees. The result of two days' treatment 
was at once followed by her Hpeedy recovery. I should like 
to mention here the endometritis and erosion of the cervix 
found in young unmarried girls; leucorrhoea, backache, and 
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painful nienstruation are the symptoms that they complain of. 
In douching, should the nozzle of the syringe impinge against 
the eroded cervix, pain is experienced ; curetting in such cases 
gives the most satisfactory results. 

The menorrhagia in cardiac cases yields to curetting pro tevi. 
I recollect a patient who had a marked systolic mitral 
murmur, with great menorrhagia. Local and constitutional 
treatment was adopted for a considerable time, with no 
marked benefit; I ultimately curetted; this was followed by 
a marked improvement; she subsequently became pregnant 
A friend of mine attended her in her confinement, and every- 
thing went well until the fifth day, when her pulse suddenly 
began to fail, and she died the following day, 

Dr Oliphant mentioned the presence of fibroidsj with a 
recurrent high temperature. I should just like to quote a 
case that came under my care during the autumn of 1904. 
A lady^ aged 65 years, had an attack of vomiting ; there had 
been, a few days previously, a profuse offensive vaginal 
discharge, A few days later there followed feverish symptoms, 
the temperature running between lOC^F. and 102'' F,, while 
the pulse was never under 100, sometimes as fast as 130, 
per minute ; this continued for three weeks, She had a 
fibroid about the size of a cocoanut on the right side; the 
leucorrhoea ultimately disappeared, the fever subsided, and 
she is now quite well, but still retains her fibroid. 

Dt, Munro Kerr said that in cases of purulent offensive 
discharge from the uterus, where curettage failed to give 
relief, he had obtained benefit from applications of carbolic 
acid to the interior of the uterus. 

Dr. Balfour Marshall said that in his remarks he would 
exclude endometritis associated with such well-known causes 
as gonorrhoea, pyosalpinx, and other pelvic conditions external 
to the uterus. The pathology of endometritis was still obscure, 
there were no symptoms pathognomonic of the disease, and a 
diagnosis was only provisional until the endometrium, removed 
by curetting, was microscopically examined. Curet tings 
should always be examined to note the pathological conditions, 
which varied so much. 

Milder cases of so-called endometritis often yielded to 
remedies short of operation, e.g., by the internal administration 
during the week preceding the menses of such drugs as 
hydrastis and viburnum prunifolium, or the combination of 
these found in liquor sedans ; by improving the general health ; 
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by careful avoidance of constipation; and, locally, by hot 
douching and ichthyol glycerine tampons. Severer cases 
demanded operation, and the best results were seen where 
menorrhacria was a leading symptom and the endometrium 
hyperfcrophied. The results were not so often satisfactory 
when leucorrhii^a, was the main .ssy nip torn. 

Curettage was undoubtedly the best operation, more es- 
pecially as the curette was required for purposes oi: accurate 
diagnosis as well as for treatment It was a perfectly safe 
procedure if carefully performed and carried out under rigid 
antiseptic and aseptic precautions. He had only had one case 
followed by pelvic peritonitis, and that a very mild attack and 
localised to one side, which Avas probably due to some existing 
tubal mischief not evident to examination, even under an 
aniesthetic. He had not infrequently curetted selected casea 
in the Out-patient Department of the Royal Infirmary, where 
he also curetted every case of incomplete abortion that came 
for advice, and he had never had a bad result. He sent ttie 
patient home to lie in bed for a week, and always saw them 
again within a fortnight. He contented himself with simple 
douching of the uterus after curetting, and considered it quite 
unnecessary to follow the operation by swabbings or injections 
of iodine, pheoob or such like. 

He considered the Playfair method of treatment by 
swabbing the uterus, especially as commonly carried out, 
without thorough antiseptic precautions, a very dangerous 
proceeding. He had had a case of severe pelvic peritonitis 
some eight or nine years ago following an application of 
iodised phenol, and since then had quite abandoned this 
treatment He had also seen a number of cases of pyo- 
salpinx and pelvic peritonitis undoubtedly caused by such 
applications. 

Itv any case, swabbing the cavity of the uterus was un- 
satisfactory, as it only acted on the surface, and if the mucosa 
were thickened, the deeper portions remained in their patho- 
logical condition, 

Playfair's method^ if done by those who still believed in it, 
should be carried out under the strictest antiseptic precautions. 
The cotton-covered probes should be previously sterilised, and 
the vagina and cervical canal antiseptically cleansed before 
swabbing the uterus. 

In conclusion, he uttered a warning against the indiscrim- 
inate extent, he might say abuse, of curetting. He had seen 
numbers of cases where it was advised when quite unnecessary, 
and in other instances it had been done on patients with such 
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serious complications as pyosalpinx, which had evidently not 
been recognised. 

The President regretted that Dr. Oliphant had not discussed 
the pathology of endometritis, as it was only on the pathology 
that a rational treatment could be based. For the last ten 
or twelve years, he had quite ceased to use intra-uterine 
medication. In his own dispensary practice and in cases 
treated by others, he had seen many cases of pelvic inflamma- 
tion which he attributed to this mode of treatment. It was 
based on the idea that endometritis was an inflammation, but 
in the great majority of cases it was not so. If a case 
demanded local treatment, he curetted the uterus, dilating 
the cervix if necessary, and followed the curetting simply by 
a free intra-uterine douche of either sterilised saline solution 
or some weak antiseptic. He never followed the curettage 
by caustic applications to the endometrium, and he had no 
experience of the recurrent cases of purulent endometritis 
that some of the members had described. 

Dr. Oliphant replied. 



Meeting VI. — 22nd March, 1905. 



The President, Dr. J. K. Kelly, in the Chair. 

I. — SPECIMENS. 
A. By Dk. S. J. M. Cameron. 

1. Dermoid cyst. 

2. Chart of a case of ovarian cyst, with torsion of the 
pedicle showing bradycardia. 

3. Myoma with torsion of the pedicle. 

4. Hydrosalpinx in which the pedicle had undergone 
torsion. 

5. Uterus removed for copious hsBmorrhage containing 
multiple fibroids. The largest of the tumours showed surface 
roughening. 

6. Sarcoma of the broad ligament. 



HYDROKEPHROSIS BIISTAKEN FOR OVARIAK CYSTOMA, 



n 



B. By Dh. Nigel Stark. 

1. Sabmucou8 fibroid, weighing 1 Ik, removed per vaginam* 
The chief aymptoin was retention of urine. 

2. Dr, Stark read notes of a cuse in which there were two 
hymens, two vaginal orifices, a vaginal septum, and two 
cervices. No uterine septum was made out, and there was 
onlj^ one uterine body. 



I L— LARGE HYDRONEPHKOSly MISTAKEN FOR OVARIAN 
CYSTOMA. 

Br Dr. G. Balpque Marshall, 

Miss B. M., aged 26, was admitted to the Glasgow Royal 
Infirujary on fcith October, 1904. Her docter sent the following 
note :— *' She suffers f roni what I think is a multilocnlar cyst. 
It has been increasing rapidly of late, and causing a good 
deal of pain and discomfort. She had a child two years ago, 
and I detected it then, hut it was much smaller, and it is 
only recently that it has be^un to i^ive much fcroublc." The 
following history was obtained from the patient: — 

The menses first appeared at 16, were regular, of a four- week 
type, and lasted three or four days. Slight dysmenorrhcBa 
had always been present on the day preceding the flow, the 
pain being over the sacrum and in the hypogastrium. She 
had had teucorrhcpa for the last two years, evidently since 
the birth of the child nbaut which she ofiered no information. 
Four years ago, following on a period of amenorrhrraj she 
was seized wHth a sudden attack of pain referrefl to the left 
iliac region, and accompanied by weakness, sickness, and 
vomiting. At this time she felt a swelling, the size of a 
large orange, iti the left iliae region^ but, according to her 
statement J it disappeared in a few weeks. After this she 
enjoyed gooii health. A year ago she noticed that her 
abdomen was distended^ but it had caused no trouble till 
within the last two months, w^hen it had increased rapidly 
in size, accompanied by considerable jibdominal pain and 
discomfort. Three weeks before admission she had another 
attack of pain, similar to that of four years previoiasly. The 
pain was referred to the back and left iliac region, came on 
suddenly wnth sickness and vomiting, and lasted five days. 
There w^ere no urinary symptoms beyond increased frequency 
of micturition just before the onset of each menstrual period. 

E^utmination : Inspection. — The abdomen was distended 
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to about the size of a seven months' pregnancy, the distension 
being more marked on the left side. Old striae gravidarum 
and a linea nigra were present. Palpation. — A rounded cystic 
tumour, on which boss-like projections could be felt, filled the 
lower abdomen up to two fingerbreadths above the umbilicus. 
The right border lay just outside a perpendicular line from 
the middle of Poupart's ligament. Tracing the upper boundary 
of the tumour to the left, it crossed the middle line an inch 
and a half above the umbilicus, then rose up into the upper 
left lumbar region, where it rounded off to the left border, 
which lay in contact with the left abdominal wall. The lower 
border of the cyst could not be defined as it filled the whole 
pelvic brim, into which it disappeared. Percussion gave 
dulness over all this area. Auscultation was negative. 
Mensuration by calipers. — From symphysis pubis to upper 
border of cyst in middle line, lOf inches ; breadth, 10^ inches. 

Vaginal examination. — The cervix, bilaterally split, was 
low down and forwards. The uterus lay retroflected and 
dextroverted, the fundus being in the bottom of the pouch of 
Douglas and to the right of the middle line. A cystic tumour 
of very slight mobility completely filled the whole upper 
strait of the pelvis, and depressed the uterus downwards and 
to the right. The ovaries could not be felt. 

A multilocular cystoma, probably of left ovary, was diagnosed. 
An attempt was made to feel for a pedicle by having the 
tumour raised and the uterus pulled down, but the parts were 
too fixed to permit of a satisfactory examination by the finger. 
I was so certain of the diagnosis that no attempt was made 
per rectum. 

Examination of the urine showed nothing abnormal. A 
slight oedema about both ankles, more marked on the left, 
was noted, no doubt due to pressure from the cyst. Otherwise 
the patient seemed healthy. 

Laparotomy (12th October, 1904). — On sweeping the hand 
round the tumour to feel for a pedicle, after opening the 
abdomen, it was at once noted that although the cyst passed 
well down into the pelvis it had no connection with the 
pelvic organs. Further examination showed that it was 
retroperitoneal, and arose from the region of the left kidney, 
the upper border posteriorly being close to the spleen. The 
descending colon passed down in front of it in the left 
nipple line. There was now no doubt as to its being a large 
hydronephrosis. The dilating kidney had in its growth 
separated the folds' of the descending mesocolon, and then 
pushed the internal layer with the adjacent peritoneum 




before U in a direction downwards^ forwards, and also to the 
right, till the larger half of the hydronephrosis lay free in 
the ahdoniinai cavity. The projecting- portion had displaced 
the small intestines to the right and upward.s, and also lay 
in front of them, I split the peritoneum and shelled the cyst 
out of its hed till the renal vessels were exposed. The arteries 
and veins were separately ligated with catgut from behind 
and cut The ureter was tied and cut several inches away 
from the kidne}^ pelvis. None of the blood-vessels supplying 
the colon were injured. Fine catgut was used to suture 
the peritoneum and close the rent on the inner layer of the 
mesocolon. Finally, the peritoneal cavity was filled with 
saline solution, and the abdomen closed. 

The patient made a good recovery, and went home in the 
third week. During convalescence it was difficult to estimate 
how much urine she passed, as some was lost during defeecation, 
but on the fourth j ninth, and thirteenth days, when all the 
urine could be collected, she excreted 33, 23, and 29 oz. 
respectively. 

The hydronephrosis was tapped to facilitate removal, so 
I cannot say how much fluid it contained. The kidney was 
greatly distended, as shown by the description and measure- 
ments already given, while the wall seemed no thicker than is 
usually the case in an ovarian cystoma. As now seen in its 
collapsed condition, it has a distinctly kidney-like shape and 
shows large lobules. The wall is much thinned, while septa 
run inside, dividing the mass into separate cysts, and if the 
kidney pelvis is examined, a rough, whitish, granular, prohably 
phosphatic calculus is found fixed in the entrance to the ureter, 
completely blocking it, and evidently the cause of the hydrone- 
phrosis. 

Until operation revealed the mistake, I had no doubt about 
its being an ovarian cystoma, the pelvic situation and position 
in the abdomen favouring the supposition that it arose from 
the left ovary. Percussion on three or four separate occasions 
elicited no tympanitic note to reveal the presence of the colon 
in front. The sudden attacks of pain I considered as due to 
some torsion of the pedicle, and as a result expected to find 
peri toni tic adhesions at operation. 

The physician noticed the tumour for the first time two 
years ago, after the patients confinement, when it was much 
smaller, but he regarded it a^ an ovarian cyst and said nothing 
aVjout its position or relations at that time, which would have 
been a most important point in aiding a correct diagnosis. 
But even at that time a mistake could easily be made, as an 
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ovarian cystoma would be kept high in the abdomen by the 
puerperal uterus. 

The swelling which the patient noticed four years ago may 
have been due to an intermittent hydronephrosis, as she 
stated it disappeared, and it no doubt lay higher in the 
abdomen than she led me to understand. The pain she 
suffered from then had been due to blocking of the ureter by 
the calculus, and as this slipped back a few weeks later, the 
kidney would empty itself. Sometime during her pregnancy 
the ureter probably became blocked again, evidently without 
pain, and the closed hydronephrosis was formed which was 
first noted after her confinement two years ago. 

Such a tumour develops slowly downwards and inwards 
from the kidney region, with practically no symptoms beyond 
perhaps some uneasiness or dragging pain; and, just as with 
an ovarian cystoma, it may not be discovered till it is large 
enough to cause pressure symptoms or have attention drawn 
to it in virtue of its size. 

The important points in the diagnosis of a closed hydrone- 
phrosis are its situation, the displacement of the colon (made 
more evident by inflation), and, when the condition is sus- 
pected, the segregation of the urine, as, if no urine is obtained 
from the side on which the tumour lies, the cyst almost 
certainly belongs to the kidney. 

In this case, however, there was no reliable history of the 
position of the tumour when smaller nor of its further growth, 
for at first it would lie in the kidney region. The tumour, 
when examined in hospital, was already so large as to be fixed 
deep in the pelvis, and no unusual position of the colon was 
discovered, so a mistaken diagnosis was only too easily made. 

III. — OVARIAN DERMOID, WITH TORSION OF THE PEDICLE 

COMPLICATING PREGNANCY. 

By Dr. J. K. Kelly. 

Mrs. S., aged 27, was admitted to Ward 30 of the Glasgow 
Royal Infirmary on 19th February last, complaining of attacks 
of severe abdominal pain. She had been married eight years, 
and had two children, the youngest about 4| years old. At 
her first confinement she had chloroform, and was delivered 
by forceps, but the second labour was natural and easy ; the 
puerperia in both instances normal. She had had no miscarriages. 
Her menstruation was every four weeks until a year ago, 
since which she has had intervals of six to eight weeks. The 
amount, which was always considerable, has not varied during 




the past year, aod she never bad dysmenorrhcea. 
past year she has had a copious leucorrhcea. 

menstruation was m the 
aod, from the morning sickness and the changes in her breasts, 
she conBi Jered herself pregnant about three and a half months. 
She felt quite well until, about a month before admission, she 
was seized one morning with severe pain in the abdomen, at 
first situated to the right of the umbilicus, but rapidly spread- 
ing over the whole lower abdomen. Tlie pain was accompanied 
by sickness and vomiting. When her medical attendant saw 
her, he found a mass in Douglas's pouch which he con^jidered 
to be the retroflexed gravid uterus, and attempted to raise out 
of the pelvis- The tirst attempt was unsucce.ssful, but next 
day he succeeded in raising the mass into the abdomen, with 
some pain, and introduced a pessary. The patient felt quite 
relieved, and three weeks after the pessary was removed. 
Five days before admission she had a similar but more severe 
attack of pain, with sickness and vomiting. This time, 
however, there was no mass in Douglas's pouch, but there was 
^^reat abdominal tenderness, with a temperature rising to over 
102°, and the uterus, so far as could be made out, seemed much 
larger than the period of pregnancy warranted. The pain 
continued, but lessened in degree Vi\l admission, when the 
temperature was only 100'4° ; next day and until operation it 
was normal The pain and tenderness disappeared almost 
entirely and the sickness ceased. 

On examination, the lower abdomen up to the umbilicus was 
found occupied by a rather irregular mass, which evidently 
consisted of two parts, a softer part to the left and a harder 
to the right, with a slight depression between them. Above 
the upper border to the left was a rather firm ridge parsing 
in the direction of the transverse colon. Percussion was dull 
all over the mass. The vaginal wall was rather cedematous. 
The cervix presented the usual characters of pregnancy. At 
the first examination a firm irregular body was felt above the 
anterior vaginal wall, and lying mainly in front and to the 
right of the uterus. On examination two days after, the 
cervix was found to have come lower and more forward, while 
the irregular mass had passed more to the right and even 
rather behind the uterus, as if the tumour and uterus together 
had made a half turn from right to left 

The history and the physical signs both indicated pretty 
clearly that we had to deal with an ovarian cyst which had 
undergone a torsion of the pedicle, and this was found to be 
the case at the operation on 24rth February. The tumour was 
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a large dermoid of the right ovary. The ovarian ligament and 
Fallopian tube were almost black, and the torsion was con- 
tinued quite close to the angle of the uterus. In its removal, 
however, the uterus was very little disturbed. Firm omental 
adhesions completely covered the cyst, and the edge of the 
omentum was very firmly grasped in the coils of the twisted 
pedicle, in which the mesentery of the vermiform appendix 
was also involved. The left ovary and tube were examined 
and found normal. 

On the day after the operation there was a slight reddish 
discharge from the vagina, but the patient continued well, and 
left hospital on 11th March, with every prospect of the preg- 
nancy going on without interruption. 

The tumour consists mainly of two loculi, in the lower 
of which part of the wall resembles the hairy scalp. This 
loculus had greyish-thick curdy contents mixed up with hair, 
while the upper thin-walled loculus contained blood-stained 
serous fluid. The pedicle and lower part of the tumour wall 
is black from effusions of blood into the tissue, and the tube 
is in a similar condition. 

Owing to the great frequency of cystoma of the ovary, it is 
not surprising that it is^ often met with in pregnancy. • In 
most cases, however, it is unobserved, unless it attracts atten- 
tion either by its large size or by the occurrence of such an 
accident as happened in this case. We may say, indeed, that 
if torsion had not occurred it is probable that the tumour 
would have remained unrecognised during the pregnancy, if 
not even longer. 

In regard to this point — the relation of ovarian cyst and» 
pregnancy — I have looked back over our cases in Ward 30 
during the last three years. These have been thirty-six in 
number, and of these there were four complicated with preg- 
nancy. Of one of these I showed the specimen at our last 
meeting. The patient was sent into hospital with uncontroll- 
able vomiting of pregnancy, and died on the third day after 
admission from intestinal haemorrhage. The tumour was a 
dermoid cyst. Two of the others were dermoid, of which the 
present case is one. The fourth case was a large universally- 
adherent cyst, with which the pregnant uterus was also 
removed. Her former pregnancy had terminated at the full 
time, only fifteen months before, and the history after her 
delivery is interesting. The labour (28th March, 1901) had 
lasted twenty-four hours, was very severe, and was terminated 
by forceps. Three weeks after delivery (April, 1901) she was 
seized with a severe bearing down pain in the hypogastrium, 



and she observed that the abdomen became swollen. The pain 
lasted several days, and then gradually died away; but the 
abdomen grew larger, and three months later (July, 1901) she 
waa tapped, and a large quantity of thick greenish fluid, with 
foul odour, was removed. Two tubes were left in the opening 
for a few days, and the wound healed in about a week. After 
the wound closedi a similar fluid to that which had con^e from * 
the abdomen came away from the vagina and rectum, and this , 

has continued ever since, Le,, for about a year. During this 
time she has become much thinner. At the time of admission, 
a small abscess had formed in the abdominal wall at the site • 

of the tapping cicatrix, and the tumour was said to be now 
increasing rapidly. 

In the light of what was found at the operation, we may 
interpret this history as indicating that at the time of her 
confinement she had an ovarian cyst which caused some 
dystocia; that, three weeks afterwards, this tumour underwent 
a torsion of the pedicle which set up an adherent peritonitis ! 

over the tumour; and that the adhesions were probably ex- 
tended still more by the tapping. i 

Besides these four cases in which pregnancy was actually I 

preiant at the time the patients came under observation, there 
were six others in which pregnancy had existed at a period 
when we may presume that the cyst was already present. 
The pregnancy in these cases preceded the admission to 
hospital by two and a half years, two years, fifteen months, 
twelve nmnths, eleven months, and eight months respectively. 

This is a very striking result, and seems to indicate very 
atrongly that in the child-bearing period the coincidence of 
pregnancy and ovarian cyst is much more frequent than is 
usually supposed. 

The treatment of these cases by abdominal section and 
removal of the tumour is now universally at^reed upon. The ' 

chances of torsion or of some other dangerous condition 
occurring during pregnancy, and the still greater chances of 
serious complications in the puerperal period, have established 
the principle that an ovarian cyst discovered in the course of 
a pregnancy should be at once removed. And it has been 
found, as in this case, that ovariotomy entails vi^ry little risk 
of interrupting the pregnancy. 

The only exception to the rule which we might make is | 

well stated by Lohlein, who says we may adopt a waiting 
policy if we have a njovable slow -growing tumour in a patient 
who has no children and who can be kept under the observa- 
tion of a competent physician during her pregnancy ; and in 

U j3 



78 EIGHT INTERESTING OBSTETRICAL CASES. 

her case the rule should be to remove the cyst early in the 
puerperium. 

As to the prognosis of these operations, the danger does not 
seem to be appreciably greater than in the non-pregnant cases. 
The three cases operated on in our list did well, even though 
in one of them the adhesions around the cyst necessitated the 
addition of a hysterectomy to the ovariotomy. 

The risk of abortion following on the operation does not 
seem great. In both of my cases the pregnancy was un- 
interrupted, but even if the abortions following on the 
operation should amount to 01shausen*s estimate of 20 per 
cent, we cannot consider that as a formidable risk. 



IV.— NOTES ON EIGHT INTERESTING OBSTETRICAL CASES. 
Br Dr. Robert Jardine. 

Case I. — Dermoid tumour obstructing labour, 

Mrs. W., vii-para, aet. 34 years, was sent to the Maternity 
Hospital by Dr. John Lindsay on account of a tumour obstruct- 
ing labour. The labour had lasted seven hours. 

On examination, we found the os was partly dilated, and 
the head was at the brim. In the posterior fornix there was a 
tumour as large as a fair sized orange. It was very tense, and 
had one or two projecting nodules on it, but it was not quite 
hard enough for a fibroid. An ovarian cyst, probably a 
dermoid, w^as diagnosed. 

As the tumour was fixed in the pelvis, and could not be 
pushed above the brim, I decided to remove it by the abdominal 
route. The vaginal route might have been selected, but I 
decided against it, as I was quite sure there were adhesions, 
and. what was of more consequence, only a part of the tumour 
was below the brim. On opening the abdomen, I found the 
tumour was one of the right ovary, closely adherent to the 
back of the uterus low down, and with only a portion of it in 
the pelvic cavity. To get it up it was necessary to turn the 
uterus out of the abdomen, and this necessitated a long 
abdominal incision. The adhesions were broken down, and 
the tumour removed. We then returned the uterus into the 
abdomen, clamped the edges of the abdominal wound together, 
and my resident, Dr. Cameron, delivered the child with forceps 
in the ordinary way. The child was alive. The abdomen was 
then closed in layers. The patient made an uninterrupted 
recovery. 




The main portion of the tumour was filled with pultaceous 
material, and there were in addition several small cyst6 with 
clear gelatinous contentful. 

Case 1 1-- — Hydrorrhma gravidarwm in a aim of coviplete 
placenta 'prmma. 

The patient was a primipara on whom an operation for 
appendicitis had been performed a year or two previouslj^ 
She had always suffered a good deal at her periods, and had 
had endometritis before her niarriao^e- The pregnancy, her 
tirst, dated from 16th February: Her liealfch w^as good until 
18th July, wdien, while sitting in a tramcar, a heavy man was 
thrown by a jolt of the car into her lap. Hia whole weight 
came upon the right side of her abdomen, just over the sear of 
the appendix operation. 

The patient suffered considerable shock, and a great deal of 
continuous pain attended by some uterine contractions. There 
was no discharge of any kind from the vagina. The pain 
lasted two or three days, and left' the patient very nervous and 
much out of sorts. She went to England for a holiday, but 
was in bed all the time — a period of three weeks — owing to 
recurrence of tlie pain and uterine contraction^ which generally 
occurred every second night. At each time, after several 
contractions, the abdomen became distended and the uterus 
very tense, and tliere was an escape of a cleai' fluid from the 
vagina. This way followed by relief. Only once during this 
time was the fluid coloured red. The os uteri w^as quite 
clased. 

The patient returned home about the middle of August, and 
waa well only for few a days, when pain and contractions again 
recurred, but not so frequently a'* before, nor was there much, 
if any, watery di.scharge. At this time she suffered from 
cystitis. The bladder was washed out and the cystitis relieved, 
but the frequency of micturition continued to the end of the 
presjnancy. About the middle of September there was a 
sliglit discharge of blood from the vagina during deffecation. 
There was pain and discomfoi't in the back before the blood 
came away. The patient again kept her bed, and the 
bleetling subsided. Kt the end of September she was 
wakened one night by pain and severe contractions of tlie 
uterus, which ceased on the expulsion of a large clot and 
some fluid blood. 

I Haw the pfitient in the morning, and examiueil her carefully 
under chloroform. There was very little liquor amnii in the 
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uterus, and the foetus lay with its head presenting. The oa 
was quite closed, and there was no discharge coming. There 
was a suspicious boggy feel in the fornices. There was a good 
deal of tenderness at the right side of the uterus in the region 
of the abdominal scar. I was unable to decide whether the 
case was one of accidental or unavoidable haemorrhage. The 
history of the passage of a clot with immediate relief to the 
pain pointed rather to the former. The patient was kept in 
bed. There was no more bleeding until 23rd November, when 
another clot, but not so large as the previous one, was passed 
with pain. 

On 26th November another large clot was passed, with very 
severe pain. The pain now continued until the child was 
delivered on the 27th. I saw her on the 25th, and found she 
was suffering very severely from irregular uterine contractions, 
but the OS was not dilating. She was given full doses of 
morphia, and this relieved her. 

On the morning of the 27th regular labour pains came on, 
and there was some bleeding, but not very much. I examined 
and found the os would admit a finger, and that I had to deal 
with a case of complete placenta praevia. She began to bleed 
very profusely, so I quickly plugged the vagina very firmly 
with iodoform gauze. This was left in for five hours, and 
when it was removed the os was dilated sufficiently to admit 
a Champetier de Ribe's bag. By putting traction on the bag, 
dilatation was nearly complete in about an hour, when I 
passed my hand through the placenta and turned the child. I 
delivered slowly in order not to injure the cervix, fully expect- 
ing the child would be dead, but to my surprise it was alive, 
and began to breathe without artificial respiration being 
necessary. The placenta and complete sac of membranes 
came away quickly, and there was no post-partum haemor- 
rhage. The patient was not collapsed, and her recovery was 
uninterrupted. Her temperature never rose above normal. 
The child, a female, was a fair size. The mother was able to 
nurse it. 

The sac of membranes seemed to be quite complete, but, of 
course, there might have been a small valvular opening in it. 
Apart from the hydrorrhcea, there are some very interesting 
points in connection with the case. In the first place, the 
severe injury, which must hav^e nearly burst her uterus, did 
not cause a miscarriage. At the first glance one would say 
that low implantation of the placenta would have made the 
patient more liable to miscarry than if the placenta had been 
high up ; but I am inclined to think that if the placenta had 



been high up it would in all probability have been crushed by 
direct violence, and a miscarriage have been brought about. 

The passage of clotpi is unusual in a case of placenta preevia. 
The explanation of this maybe due to the fact that the os was 
very firmly closed, and the blood was retained until it set up 
such strong contraetions that it waB finally expelled in the form 
of a clot, and, in the meantime, the sinuses had been sealed. 

Another unusual feature is that the pregnancy went to full 
time. I think the small amount of liquor amnii contributed 
to this, because, from the time I saw the patient, Le., during 
the last two months of tlie pregnancy, the head of the foetus 
was always down hard against the placenta, and the pressure 
would check the bleeding. 

When we come to consider the hydrorrhcea, how are we to 
explain the escape of the fluid if it was liquor amnii, or even 
if it came from the glands of the decidna ? The phicenta 
completely covered the os, and how could it get out without 
nseparatiou of the placenta, unless it found its way through the 
centre of the placenta ^ and in that case it must have been 
li(|Uor amnii. The fact that there was very little liquor amnii 
in the uterus towards the end of pregnancy would point to it 
having been tliat fluid. And, again, the fact that it never, 
except on one occasion, was stained with blood would, I think, 
militate against its having come from the decidual glands. 
On the whole, I am inclined to think it really was liquor 
amnii which escaped through the part of the placenta immedi- 
ately over the as. 

" Case llJ^^Accidental kwmorrhage in a case of eontracted 
pelvifi. 

Mrs. M'C, ii-para, set. 27; conjugate vera, 2^ inches; full 
time, wa.s jKlmitttHj to the Maternity Hospital on 7th March, 
1904, suffering fi-om hajmorrhage. She was markedly rachitic. 
The lips and conjunctiva* were very pale. Tlie pulse w^as 
feeble, 120 per minute. The vagina was full of clot, and the 
OS the wize of a shilling. No placenta could be felt. The 
abdomeu was much tlistended. By palpation the fa^tal parts 
could be detected, and the head was felt lying free above the 
brim and markedly overlapping the symphysis. The festal 
heart was heanl to the left and below the umbilicus. The 
ablominal wall was very tedematons. After being examined, 
the patient became very faint and the pulse quickened. There 
was no further external bleeding. The patient was quickly 
prepared for Csesarean section, as I felt sure this w^ould give her 
a better chance than delivery by craniotomy* The operation 
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was performed in the usual way, and a live child weighing 
7 lb. was extracted. Numerous clots were adherent to the 
placenta, which had been partly separated. As the uterus 
retracted well when it was emptied, 1 decided to leave it and 
not do a supravaginal amputation. Catgut sutures were used 
for the uterine incision, and both tubes were tied and cut. 
A quart of normal saline solution was left in the abdomen. 
The abdominal wall was closed in two layers. For the first 
two days there was some distension of the abdomen and 
sickness, and the temperature was 100° F. Afterwards, the 
temperature remained normal and the recovery was un- 
eventful. 

Case IV. — Concealed accidental hcemorrlutge at the fifth 
month. 

Mrs. J., vi-para, aet. 29, was admitted to the Maternity 
Hospital complaining of " losing." She had borne five 
children, the last one six months before. Following the birth 
of this last child, amenorrhoea had been present for four 
months. She had then had what she considered an ordinary 
period, which had lasted for four days. A month later, the 
discharge had again appeared and had continued. She had 
passed a number of clots, but no solid substance. The 
discharge had not been very profuse. She thought she was 
having a miscarriage, but she had never felt any indications 
of pregnancy, such as morning sickness, &c. She had not 
nursed her child, as she had had no milk. Her husband had 
had connection with her five weeks after the previous confine- 
ment. 

On examination, the patient was found to be somewhat 
" run down " in appearance. The abdomen was distended by 
a tumour of a somewhat doughy consistence, not unlike a 
pregnant uterus, and extending to within an inch of the 
umbilicus. A bimanual examination revealed that the tumour 
was the distended uterus. The cervix was not specially 
softened. Distinct pulsation could be felt in the fornices. 
The OS was tightly closed. The foetal parts could be felt, and 
there was no foetal heart to be heard. The discharge had 
ceased. 

The case was somewhat puzzling. Was it an ordinary five 
months' pregnancy with haemorrhage, or a hydatid mole? 
No vesicles had been seen, but this was hardly sufficient to 
exclude a molar pregnancy. As there was no bleeding going 
on, the case was kept under observation. 

A week later bleeding came on suddenly. The blood was 




EIGHT INTEKESTrNG OESTETRICAL CASES. 83 

dark and like treacle, but there were no vemclea in it. The 
uterus had not increased in size. 

I now determined to explore the uterus. The cervix was 
dilated forcibly, and I found the lower part of the uterine 
cavity was full of black clot This was cleared out, and an 
intact ovum was found attached to the left side of the fundus. 
The lower edge of the placenta was partly Reparated, The 
ovum wan cleared out. The fciftus appeared to be a fourth 
month one. The ovum occupied lens than one- third of the 
cavity, and the remaining two-thirds was occupied by dark 
ciot of a not very dense consistence. 

The patient made a good recovery. 

I have Been two other cases almost identical with this one. 
One of them, w^liieh in reported in full in Clmiail Ohfitetricfi, 
vriuH complicated with an old absce.SH behind the caecum. 

It is puzzling to understand why the blood should liave 
been retained in the uterus. The interna! os must have been 
very firmly closed when the bleeding occurred, otherwise the 
blood woukl have drained away at once, as in an ordinary 
abortion, I think it is likely tliat impregnation occurred 
within tive weeks of the previous delivery, and in that case 
the uterine cavity would still be large, and, probably, easily 
distended with blood. At such an early stage after delivery, 
the endometrium could not have been properly re* formed, and 
this would predispose to haemorrhage. 

Case V, — Concealed accidental hwrnoj^rhage at fvll tivie. 

At 10 A,M, on the morning of admission to the Maternity 
Hn.spital, the patient, Mrs. S., vi-para, mt. 81, suddenly became 
faint and perspired freely. She had not over-exerted herself 
in any way. She was adniitted at 3 p.m. She was very pale, 
with a cold clammy nkin and livid lips. The pupils were 
dilated, and the breathing shallow and irregular. The pulse 
WJX8 94-, and the tempeiature 97° F, There was no external 
evidence of luemorrliage. The abdomen was distended, rigid, 
and tender to pressure. The fcetal parts could not be distinctly 
palpated. No ffrtal heart could be heard. Vaginal examina- 
tion showed the 08 to be half dilated and the vertex presenting. 
There was no discharge from the uterus. The patient com- 
plained of a continuous pain in the abdomen. 

As the cervix was very soft and dilatable, I decided to 
deliver her at once by accouchement force. The patient was 
anaBsthetised, the os manually dilated, and delivery effectetl by 
vei'sion. The uteru.s wa,s hnnly compressed, antl the placenta, 
which had Ijecn completely separated, and two very large clota 



84 EIGHT INTERESTING OBSTETRICAL CASES. 

were expelled. One of these clots was about the size of an 
ordinary liver, and not unlike it in shape. There was a good 
deal of decidual tissue over the surface which had lain against 
the uterine wall. As the uterus would not retract well, it was 
very firmly plugged with iodoform gauze after a hot douche 
had been given. Two pints of saline solution were infused, 
and ^ gr. strychnine was given. The pulse was scarcely per- 
ceptible. The foot of the bed was raised. TKe following day 
another saline infusion was given. The plug was left in the 
uterus for forty-eight hours. On its removal, there was no 
bleeding. The temperature ranged between 99° and 102° for 
about a fortnight, but there was nothing to Jiccount for it. 
There was also a good deal of diarrhoea. The skin was of a 
lemon-yellow tint and the mucous membranes blanched. I 
was^fraid the case would end in pernicious anaemia, but under 
large doses of iron and arsenic the blood condition improved 
considerably. 

In this case I was strongly tempted to do an abdominal 
section and remove the uterus, and I would have done so if 
the OS had not been so much dilated and the cervix quite soft. 
When the oozing continued after delivery, I wished I had 
done the abdominal operation, but the plugging fortunately 
checked the oozing. I had to use a very large amount of 
iodoform gauze, and, as it was left in for forty-eight hours, 
there must have been a considerable amount of iodoform 
absorption, and it is just possible that this may have accounted 
for the persistent temperature and also for the diarrhoea from 
which she suffered. 

Case VI. — Pernicious vomiting, 

Mrs. A., set. 32, i-para, was admitted to the Maternity 
Hospital on 17th September, 1904, complaining of incessant 
vomiting of a fortnight's duration. 

Previous history, — Menstruation had ceased on 20th July. 
Prior to that time she had always been quite regular, but at 
each period she had had severe pain, beginning two daj^s 
before and lasting until the flow was free, when it ceased. 
Lately she had suffered from pain low down in the left side 
of the pelvis, and there had been disturbance of micturition. 

A fortnight ago sickness had commenced, nausea and 
ordinary morning sickness at first, but for the last week the 
vomiting had been incessant, and she said she was vomiting 
the whole day long and so much at night that she could not 
sleep. She had never noticed any blood in the vomit. 

Condition on admission. — The patient was emaciated, and 



had an anxious expression, a foul breath, a furred tongue, and 
vomited frequently, more especially when she got sips of milk. 
The vomit had a bilious appearance, but there wa« no blood 
in it. Vaginal examination showed that the vulva and vagina 
were normal, the mucous membrane of a bluish colour. The 
cervix was soft and wm pulled nomewhat to the left side, and 
pointed towards the symphysis pubis. The uterus was enlarged 
and softened— Hegar's sign present — and was acutely ante- 
flexed, while the lower pasterJor portion of it was drawn back 
to the rectum by the somewhat shortened posterior ligaments. 
There wa45 some tenderness in these ligaments, and the patient 
said she had some pain at stock The right ovary was palpable 
high up. llie urine was highly coloured, with phosphatic 
rleposit and crystals of urate of ammonium; no albumen, sugar, 
blood, or ca^sts. 

TreatriLent. — Tlie patient's bow^els were well washed o^ by 

couple of high enemata. As even little sips of milk were 
rejected, all feeding by the mouth wa,s stopped, and nutrient 
rectal enemata, alternating with meat enules, %\'ere given every 
four lioui^s. Five-grain doses of oxalate of cerium were given 
by the mouth every four hours. 

Jlst September.— TliG patient has only vomited about three 
times to-day, and has improved very much. Sips of iced pep- 
tonised milk were given by the mouth in addition to the rectal 
feeding. She occasionally vomited this milk. 

8he continued to improve, and by 1st October— a fortnight 
after admission — feeding by the mouth was commenced 
cautiously, and as the stomach retained the food, the enemata 
were stopped in a few days. By the time she left the liospital 
on 17th OctoWr, she was taking full diet welh She hat! 
gained considerably in weight, and had entirely lost the 
anxious, drawn expression. 

In this case there certainly was a disphteement of the 
uteru-s, which would favour the displacement tlieory of 
causation, but if that were the ctuise the patient certainly 
recovered without anything having been ilone to replace the 
uterus. If there had liL^en no immediate improvement, I 
w^ould have tried tht; effect of supporting the anteflexed uterine 
body by means of an elastic bag or plugs, but the result of our 
treatment was so satisfactory that I did not feel called upon 
Lo do this. 

Cabe Xll^-^PemiciQUS voniiUng and scurvy. 

Mrs. M'L., vtiU 30, vi-para, was. admitted to the Maternity 

ospital on 25th Decemljcr, 1904, suffering from persistent 
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vomiting, which she said had begun on 15th December. The 
patient considered herself between seven and eight months 
pregnant. Dr. Sinnette had seen the patient at her own 
home for the first time three days before admission. The 
vomited matter at that time was cofFee-ground in character. 
On admission she appeared pale and emaciated. The tem- 
perature was subnormal and the pulse 116 per minute. Over 
the right trochanter there were two sores about the size of 
half a crown, and over the left gluteal region there was a 
large patch of ecchymosis, said to be the result of a fall a 
month previously. Below the left eyebrow there was a small 
black nodule. There was no indication of labour coming on. 

The patient stated that her husband had been out of work 
for eight months, and that she had not been able to get 
proper food even when she could take it. Since the vomiting 
had come on she had not been able to retain anything. 

Treatment — All feeding by the mouth was stopped, and 
rectal enemata of peptonised milk were given four-hourly 
and uV grain strychnine hypodermically night and morning. 

^Otk December, — Sips of hot water were given by the 
mouth! 

2nd January, 1905. — Peptonised milk and soda water by 
the mouth. 

3rd January. — Patient delivered herself of a living pre- 
mature male child. There had been no vomiting since 
admission. Half an ounce of brandy was given every four 
hours by the mouth. 

5th January. — She began to complain of great pain in the 
feet, especially in the left one. Within a few hours the toes 
and half of the left foot, both on the dorsal and plantar 
surfaces, became of a deep purple colour, cold to the touch, in 
places anaesthetic and in others hyperaesthetic. On the dorsal 
surface there was a large bulla extending from the base of 
■ the toes to the upper limit of the discoloration. The line of 
demarcation was very sharply defined both to the eye and to 
sensation. The right foot was dull-reddish in colour, and on 
the third and fourth toes one or two small dark purple 
patches were noticed. There was a purpuric rash on both 
elbows, lobe of right ear, tip of nose, and left angle of mouth, 
where the skin was necrosed in patches, and also on the 
buttocks and knees. The interior of the mouth, tongue, 
gums, and teeth were normal. 

Professor Stockman kindly saw the case with me, and gave 
it as his opinion that the condition was due to scurvy. He 
advised giving her the juice of vegetables such as turnips, and 




also raw meat juice. Tlie condition of the pationt*s stoiniich 
precluded ordinary vegetable diet. 

The juice of four turnips was given daily, also at inter vak 
3 drachm do^es of raw meat juice. She began to improve at 
once, and M^as very shortly able to take full vegetable diet. 

On 17th JaDuary the bulla on the left foot was opened, and 
a thin ruddi^h fluid evacuated. The dead skin whs removed 
and the part dressed with wet boracie lint 

On dismissal on 25 th February, the patient had put on 
flesh, and her skin had a vf^ry healthy appearance. The right 
foot had completely recovered. The left one looked healthy, 
but the toes had not healed After she went home, the last 
two joints of all the toes sloughed off' The bones of the 
second phalanges projected from the stumps, and it was 
necessary to remove them. 

The child was very weakly and only lived a few days. It 
did not show any external indications of scurvy. 

This is the second case of scurvy I have seen in connection 
witli pregnancy. The other case was much less severe, but 
Hponginess <jf the gums was present The entire absence of 
this indication made me doubtful of the diagnosis, but 
Prcjfessor Stockman was quite definite that it was scurvy. 
The foot looked as if it were affucted with gangrene, and I 
was afraid the toes at least would slough ofi'j which tltey 
ultimately did. After the patient had began to get the 
vegetable juices the improvement was very striking. 

Case VIII. — Rupture of the uterus. 

Mrs. B., ^t 32, vii-para. Pelvic measwreTiLenta. — Inter- 
cristal, ^l inches: interspinous, HJ inches; external conjugate, 
6 inches ; diagonal conjugate, about 4 inches. 

The patient was delivered by forceps in the Walcher position. 
The child, which weighed 7 lb., was alive, and did well The 
placental was delivered naturally, and an intra-uterinu douche 
was given. The patient seemed <[uite well, but four hours 
after delivery she showed evidence of collapse. The lips were 
pale, and the pulse 100, The uterus was well retracted, and 
the discharge from the vagina was not more than normal. 
The abdomen was somewhat distended and tympanitic, and 
she complained of considerable pain. A ^V gi'ain strychnine 
was given. 

I saw the patient for the first time about ten hours after 
delivery, and, found her very collapsed and with a pulse of 
130. The abdomen was very distended ^ and tender to the 
touch. It was vory tympanitic all over, especially in the 
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rianks. The uterus was firmly retracted. Vaginal examina- 
tion revealed nothing except a somewhat boggy feeling in the 
posterior fornix. A | grain morphia and a ^V grain strychnine 
were given, and a pint of saline was infused under the right 
breast. The patient passed a comfortable night, and was very 
well in the forenoon. The pulse-rate had fallen. About noon 
she became worse again, and the pulse quickened. Dr. Munro 
Kerr agi-eed with me that the abdomen ought to be opened. 
With his assistance I operated at 2*30 p.m., twenty-eight hours 
after delivery. There was a considerable amount of fluid and 
clotted blood in the abdominal cavity. A transverse rupture, 
about 1;^ inch in length, was found in the posterior wall of the 
uterus, just about the junction of the body and the cervix. 

The uterus was amputated at the level of the rupture. The 
cervical stump was thoroughly cleaned, and its cavity touched 
with pure carbolic. It was stitched in the usual way, and the 
peritoneum closed over it. Most of the clot was removed from 
the abdominal cavity, and two pints of saline were left in it. 
The abdominal wound was closed with through and through 
sutures. 

The patient stood the operation fairly well. As she had 
been on starvation diet for some time, rectal feeding was 
commenced a few hours after the operation. Vomiting was 
troublesome for the first day. The intestinal tract was in a 
very unhealthy condition, and when the bowels were moved 
on the third day after the operation the stench was over- 
powering. On the fifth day the wound was dressed, and two 
of the lower stitches removed as there were signs of stitch 
abscess. Up to this time the temperature had never exceeded 
100° F. The remaining stitches were removed a few days 
later. About the end of the first week she began to complain 
of a good deal of pain in the right calf and thigh, but there 
was no swelling. 

Up to the twelfth day the temperature was fairly 
satisfactory, only twice reaching lOl"" F. On this day she 
took a very severe rigor, and the temperature ran up to 
106*4° F. The vagina was very thoroughly douched out, and 
the cavity of the cervical stump cleansed. The discharge was 
extremely foul. A vaginal douche was given daily after this, 
and the cervical cavity was on two occasions swabbed out with 
iodine (equal parts of the tincture and liniment). Iodoform 
was also freely used in the vagina. The temperature varied 
between 99° and 103° F., the maximum being in the evening. 
On the nineteenth day she had another rigor, and the tempera- 
ture reached 107° F., but fell to normal in a few hours. The 
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diseharge from the cervical stump now luid no smell Con- 
siderably quantities of iodoform were still being used in the 
vagina, and the temperature remained vai-ying between 99° 
and 10;r for the next tive dayK The use of iodoform was 
nowstopped entirely. At thia time the urine gave a very marked 
iodine reaction. After this the temperature gradually fell, and 
loKt the intermittent charsicter. Tliree days after the iodoforiii 
was stopped the urine failed to give the iodine reaction. 

Throughout, the patient was very freely stimulated witli 
brandy and strychnine.and large dosew of Ralol were administered 
in order to try and diBinl'ect the intestine. It was about a 
fortnight before the fteces lost their foul odour. 

The niptui'e was caused by pressure between the promontory 
and the head. The pelvis was a generally contracted one. 
Two of the patient's pi-evious deli verier had been by forceps, 
I Wivn not present at the delivery, but I believe eonsideral>le 
force was required; however, it could not liave been so very 
great, im the child's skull was not fractured, although it was 
indented. There was no bleeding, and when the iutra-uterine 
douche was given the fluid returned quite freely, and there 
was nothing observed of a suwpicious nature. In Clinical 
Obsi^tetrirs I have pubHshed a {siniilar CHMse, witli a drawing. 
The ease wan really one of i>r. Black k The pelvis was a flat, 
rickety one, and the delivery was done with antero- posterior 
fuit^eps. Tlie child s IicmI was badly crushed. Thu patient 
ilierl ill a few minuteSj from sltoek apparently, as there w as no 
bleeiling, L-ithe^r external or internal. 

I have also seen another case ol' a similar rupture during a 
dirticult craniotomy, but it did not extend beyond the nmscuiar 
layer. The resident told nie that he tliought the intra- 
uterine glass- nozzle was grating against the promontory. I 
exaniined at once, and found a transverse partial rupture just 
about the junction of the curvix witli the uterine body. The 
peritoneal cavity liad not lieen i>peiied into, Tliere w^as no 
bleeding, so I did not plug. The patient niaiJe a good recovery, 
and about ten days later 1 found the rent was healed. 

Considering the amount of pressure which the parts must 
be subjected to in diflieult forceps deliveries and eraniotoniies, 
it is somewhat surprising that rupture does not frequently 
occur. 

The diagnosis of the case was very diflieult. The condition 
of the patient pointed to a lesion of some kind, but there wbs 
no bleeding from the vagina beyond a small amount of 
ordinary discharge. In fact, it was less than usual The 
tympanitic condition of the abdouien was also very misleading. 
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Percussion gave absolutely no evidence of any fluid blood or 
clot in the peritoneal cavity, and' yet there was a considerable 
amount of both. The clot was entangled in the omentum, and 
I left a good deal of it behind, as it seemed perfectly aseptic. 
An exploration of the uterine cavity would have settled the 
point of where the lesion was, but this could only have been 
done under chloroform. 

The exceedingly unhealthy condition of the patient's aliment- 
ary tract certainly predisposed to septic infection, and I believe 
the vagina was infected in that way. Latterly I think the 
temperature was kept up by iodoform absorption, as there 
was a distinct immediate improvement when the iodoform 
was stopped. 

Dr, M'Bryde spoke of a case in which he had performed 
Caesarean section for obstruction to labour caused by a dermoid 
tumour of the ovary. The tumour was driven down into the 
pelvis by the advancing head, and could only be reached after 
the uterus was emptied. 

The President said he had no experience of ovarian cyst 
complicating labour, but he considered that the clinical 
histories of these cases clearly indicated that the proper 
treatment was removal at the time. With the present safety 
of ovariotomy, it was better not to leave the tumour to the 
chances of a puerperal inflammation. 



Meeting VIL— 26th April, 1905. 



The Freaidenty Dr. J. K. Kelly, in the Chair. 

I. — SPECIMENS. 
.1. Br Dr. J. M. Munro Kerr. 

1. An ovarian cyst whose pedicle had become twisted Jive 
weeks before admission to the Western Infirmary. — Mrs. W., 
aged 54, was sent to me by Dr. Gilmour, Duhtocher, on 
account of a painful swelling in the abdomen of five weeks' 
duration. The patient had reached the menopause five years 
before. Five weeks before she came to me she was seized 



i abdominal pain. Jt was situated in the right 
ovarian re<(ion specially, but extended over the whole abdomen. 
It could only be controlled by the free exhibition of morphia. 
As the pain subsided a swelling about the sisie of a ftetal head 
could be made out. The patient was not aware ot" any 
swellinf^ previously. On examination I found a round swelling, 
about the size of a ft^tal head, situated about the ujiddle part 
of the lower abdomen. The uterus could be differentiated 
from the growth, but, owing to the tenderness over the tumour, 
the exact connection of it with the uterus could not be defined. 
The diagnosis was made of an ovarian tumour with a twisted 
pedicle. An abdominal section was made a few days later in 
the Western Infirmary, and the diagnosis was confiruied. The 
tumour involved the right ovary, and was one complete twist 
from right to left It was firmly adherent to the surrounding 
bowels. The patient has made a satisfactory recovery, 
although the abdominal w^ound suppurated in nearly its whole 
extent. She is stili in hospital, 

2. A myovia of the utervLS which began to fjive irouble at 
the time of the vienopaase. — Mrs. E., aged 44, came to me at 
the Dispensary of the Western Infirmary on account of an 
abdominal swelling and profuse menstrual discharges. She 
.stated that she had had three children at full time and three 
njiscarriages. There had been excessive bleeding for three 
months, when the tumour was tirst appreciated. Prior to that 
time there were evidences of the onset of the menopause, with 
flushings and absence of nienstruation for sometimes as long 
as three months. On examination a hard swelling, about the 
size of a child's head, and closely connected with the uterus^ 
was readily made out. The tumour was quite movable, and 
the diagnosis of a uterine Bbroid was made. She was operated 
upon three days after admission, wdien the uterus and tumour 
were removed by supravaginal amputation- The patient's 
recovery has been interrupted. The stitches were taken out 
on the fourteenth day, and the wound was found perfectly 
healed. She leaves hospital shortly, 

3. Myomatous tiimoiir of the uterti8 removed by supra- 
vaginal hysterectomy. — The interesting feature of this case 
was the extremely rapid growth of the tumour. The patient, 

a nullipara, 30 years of age, was sent to me by Dr, , of 

Dennistoun. So rapid was the growth of the tumour that %ve 
were at first inclined to look upon it as possibly a pregnancy 
in which menstruation was occurring regularly. In the six 
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weeks before operation, however, this rapid growth ceased, 
and we then came to the conclusion that we had to deal with 
a fibroid tumour. The patient was operated upon in the 
St. Elizabeth Nursing Home three weeks ago. There was 
no difficulty in the operation, and the patient has made a 
perfect recovery. 

4. Myomatous tumour of the uterus, first discoverable 
during pregnancy, and which has not diminished in size 
since abortion occurred seven months ago. — This patient, aged 

25, was sent to me by Dr. . Nine months ago she had 

a miscarriage, when the tumour was first recognised. Since 
then I have seen her from time to time and have found no 
diminution in the bulk of the tumour. As the bleeding was 
so excessive I advised removal of it. This was done ten days, 
ago in the St. Elizabeth Nursing Home. The patient so far 
has progressed most satisfactorily. 

B. By Dr. Scott McGregor. 
Dilated Fallopian tube filled with thick grumous material. 

a By Dr. J. K. Kelly. 

1. A uterus containing a great many fibroid tumours. 

2. Pyosalpinx from a case of tuberculous peritonitis ; the 
rapid onset suggested a ruptured extra-uterine pregnancy. 

B. By Dr. G. Balfour Marshall. 

Submucous sausage-shaped fibroid expelled from the interior 
of the uterus after panhysterectomy. The uterus contained 
other fibroids. 

n. — SOME COMPLICATIONS AND DEGENERATIONS OF UTERINE 
FIBIIOMYOMATA. 

By Dr. S. J. M. Cameron. 

1. Chart with ages of 100 patients suffering from fibroids, 
and the number of children borne by the married patients. 

2. Series of slides showing two polypi projecting through 
the cervix at the same time, efiect of polypi on the vagina, 
polypus producing inversion of the uterus, &c. 

3. Series of slides illustrating the pathological characters of 



a primary cancer of the Fallopian tube complicating a fibro- 
myomatons tumour. The changes in the unaffected part of 
the wall covering the tumour had microscopical characters 
resembling those met with in hydrosalpinx, 

4. Series of slides illustrating sarcomatous change in a 
tibromyomatous tumour. Some of the slides showed well- 
marked fusiform elements and a few giant cells. In others 
the cells could be seen invading altered fibromyomatous 
structures, 

5. Series of slides showing carcinomatous invasion of the 
body wall of the uterus, which contained many small fibro- 
myomatous tumours. Inverting and everting types of growths 
were seen in the acini. 

6. Series of slides were shown illustrating the changes in 
the uterine and ovarian arteries. Their importance in the 
production of the souffle was pointed out, 

7. A very large series of slides was shown to demonstrate 
the hystogenesis of cystic degeneration in fibroids. Mast 
cells were noted, and occasionally eosinophiles. A curious 
cystic degeneration, limited to the capsule of the tumour, was 
exhibited, and it was demonstrated that peripheral calcification 
of the tumour, followed by perforation of the uterine wall, 
plight result from this degeneration. 

8. Series of slides demonstrating myomatous change in 
fibroids, 

' 9. Series of slides to show the eftects of acute torsi oo of a 
fibroid pedicle on the muscle substance, the connective ti.ssue, 
and the blood-vessels in the tumour itself and in its pedicle. 

10. Slide showing chronic torsion of the pedicle of a fibroid, 
with an omental adhesion to the calcitied fibroid. The various 
sources of danger in such a condition were described, 

II- Series of slides showing a fibrorayomatous polypus 
complicating a three months' pregnancy. The tumour must 
have been present in the vagina for some time, as was shown 
by the existence of a stratified squamous epithelioma at its 
most dependent part. Higher up, however, the mucous mem- 
brane had been completely changed into decidua. 

12. Series of slides to show a localised telangiectatic con- 
dition of a fibroid, with tuberculous disease of the ovaries and 
tubes, 

13. Many slides of adenomyomata were shown. Most 
occurred in the uterine wall. One had its origin in the 
cervix. Some showed cystic distension in the gland spaces, 
while one was lined by ciliated epithelium. One had under- 
gone malignant degeneration (adenocarcinoma)* 
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14. A large series of slides to show the peculiarities of 
ovarian fibroids, and in one the effect of acute torsion of its 
pedicle on the tumour substance was noted. 



Meeting VIII. — 24th May, 1905. 



The President, Dr. J. K. Kelly, in the Chair. 

I. — specimens. 
A. By Dr. John Edgar. 

1. Tubercular uterus and double pyosalpinx with the 
vermiform appendix, — The right pyosalpinx, which was of 
about the size of an orange, had been opened previously per 
vaginam. Partly owing to this, and partly owing to the 
density of the adhesions, the operation was extremely difficult. 
The vermiform appendix was firmly attached to the right 
tube, and was accordingly removed. After separating the 
adhesions above, owing to the impossibility of isolating the 
appendages, the uterus was split in the middle line down as 
far as the internal os, and each half was then removed, along 
with its corresponding tube and ovary. Finally the cervix 
was removed and free drainage established per vaginam. 
Patient made an excellent recovery. 

2. Round-celled sarcoma of right ovary complicating preg- 
nancy at the third month. — There were 12| pints of free 
ascitic fluid in the abdominal cavity. The tumour was so 
friable that it tore across while delivering it through the 
abdominal incision. The other ovary was small, but, as it did 
not appear quite healthy, it was thought advisable to remove 
it also. Patient left hospital three weeks after the operation. 
She aborted a few days after her return home. 

3. Malignant multilocular cystadenoma of right ovary 
and dermoid cyst of left ovary removed from the same 
patient — These were moderately small and occupied the pouch 
of Douglas. They pressed against the rectum, with the result 
that defsecation was rendered extremely difficult, so difficult 
that patient stated that at times she was seized with hysterical 
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attacks while on the atool She was treated a year ago for 
neurasthenia by the late I)n R. S. Thomson. Patieut made a 
good recovery and has since been free from her rectal troubles* 

B. Bv Dr., J. H"iGiL Stark. 

1. Ruptured tubal pregnancy, showing the placenta and 
cord in the tube, but no fnetus. 

% Small multilocular ovarian cyst 

3. Dermoid tumour of the ovary, containing no ele7nent8 
fxcf^pf chohsterine crystals. — The interest in this case Hes 
chiefly in the contents of the ovarian dermoid tumour which I 
removed from the patient's body. She was a woman of 27 
years of age, and was admitted on Sfith February of this year to 
the Samaritan Hos^pital^ complaining of severe dysmenorrhoea 
of about eight years' duration. Menstruation took place for 
the first time when she was 14 years old, but did not recur 
till her seventeenth year, since which time it has usually been 
regular, of the twenty- eight day type, and lasting two days. 
It has always been accompanied by great pain, so severe that 
for the last five years it has caused fainting and she has always 
been obliged to go to bed. Seven months previously the cervix 
was dilated, but so far from relieving the pain it has aggravated 
it, and extreme intermenstrual pain in the back and both iliac 
regions, gnawing in character, has been added. The discharge 
is rather scanty and very pale. She had been married a year, 
but had never been pregnant. In the left fornix a tumour, 
I apparently ovarian, could be felt, along with a sausage -shaped 
( swelling more in Douglas' pouch, I operated on 2nd March, 
and removed the tumour wltich I show, the sausage-shaped 
I swelling being a parovarian cysL The patient made an 
I uneventful recovery, and went home on 25th March. 

The following is the report on the specimen made by Dr. 
Gait, pathologist to the hospital :^ 

"There is a parovarian cyst stretching to some degree the 
normal Fallopian tube- This cyst is roughly sausage-shaped, 
one end projecting slightly beyond the fimbriated extremity 
of the tube, the cyst extending for 3 inches almost parallel 
with the Fallopian tube and partly beneath it. The average 
diameter of the cyst is a little over an inch* The contents 
are simply clear, light amber-coloured, serous fluid, without 
corpuscular or other formed elements, 
I '* Beneath the parovarian cyst, and completely separated 
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from it by about 2 inches of the broad ligament, is a cystic 
tumour about the size and shape of an orange. This cyst 
occupies the position of the ovary, and apparently represents 
it. On the outside the wall is smooth and regular, with no 
trace of adhesion at any part. On opening the cyst it is found 
to be unilocular, and to contain homogeneous contents in the 
form of very tenacious, almost gelatinous, clear mucus, scat- 
tered uniformly throughout which are myriads of scintillating 
particles of a whitish colour and almost metallic lustre. The 
internal wall of the cyst is fairly smooth, but contains hard 
masses, irregular in shape and size, at various parts ; at other 
parts the wall is covered with dark brown material, very 
slightly adherent to the cyst wall. 

"Microscopic examination of the cyst contents shows an 
almost * pure culture ' of cholesterine, the crystals being very 
large, perfect in shape (the gnomon being in every case 
mathematically exact), and absolutely colourless. The only 
other elements present are irregular masses of tessellated 
epithelium, showing more or less fatty degeneration. 

Microscopic examination of the cyst wall shows very little 
but dense fibrous tissue, with quite inconsiderable cellular 
composition. The hard portions previously referred to are 
found to consist of dense calcareous plates ; true bone forma- 
tion is not observed. 

" No trace of ovarian tissue proper is present at any part of 
the cyst. 

" Out of twenty-three dermoid cysts examined during 
the past eight years at the Glasgow Samaritan Hospital, this 
specimen is unique in showing practically nothing but choles- 
terine in the contents." 

Mr. Bland Sutton, one of our leading authorities on dermoid 
tumours, tells me that he has not come across a case presenting 
exactly the same features as this one. 



C. Br Dr. J. M. Munro Kerr. 

1. Ovarian cyst with torsion of the pedicle. 

2. Ectopic pregnancy. 

D. By Dr. S. J. M. Cameron. 

1. Fibrocystic tumour of the uterus removed from a patient, 
a3t. 53. 

2. Myxofibroma of the uterus. 




CHROKIO TNYERBION OF THE tTPEBUB, 



rXRK OF CFIRONIO INVERSION OF THE UTERUS RESULTING 
raOM CARCINOMA, 

By Dr. J. Nioel Stark, 

Acute inversion of tlie uterus occtiring during delivery or in 
tlie puerperiurn m a rare condition. There wa^ only I cawe in 
190»SfX) delivcricH in the Rotunda Hospital; Denhain records 
1 in 100,000, and Car] Hraun none in 250,000, It umially 
occurs dnring the third stage of hibour, and is prorluccH], 
primarily, by inertia of the uterus^, and, secondarily, by tniction 
on the cord, by injudicious and unskilful pressure from above, 
or by unnecessary or sudden bearing-down eftbrts. Pinarr! ^ 
relates a ver^- unusual case which occarrefl threft days after a 
normal lal)Our, during th(! straining of <lefiectttioii, Ane and 
Baudelocque each reported similar cases. 

Although chronic inversion is sometimes siiid to result in 
certain cases from these acute causes, that is not a \'ery correct 
niethod of speaking, as a chronic disease tmght to be chronic 
in its origin; still, a few cases of undetected and non -fatal acute 
puerperal inversi<m may, perhaps, in a few years show the 
symptoms and signs of an inversion now chronic. But true 
chronic cases ai*e, strictly speaking, those which are developed 
slowly and gradoany in- the non-puerperal uterus by tlie 
j^rawth of tumours in its interior, along with paralysis of one 
portion of the uterine wall anil increased activity of anotljer 
part. It could not possibly occur in a liealthy, unimpregiiate<l 
uterus, as no Hbres would bulge invvarrls tiowever vigoi'ous the 
contraction ; in fact, under such conditions the straighter would 
the uterine walls become, 

I am aware tliat eases have been reported of spontaneous 
inversion in the virghi uterus containing no foreign bod}^ and 
that such cases have been repeaterl in some reeont works on 
gyna^colc^gy, !nit so far as I know tliey all date from a con- 
siderably remote period, and most probably were in reality 
cases of ordinary submucous fibruids mistaken for inversion, 
R 0. Dudley says that "the effort has been made to reduce a 
supposeflly inverted uterus when the extending mass wtis a 
myoma. The author personally recalls a ease at the W<nuen*w 
Ho.Hpital in the cit}^ of Now York, upon which an attempt 
w^a,H persi.^tently made by one of tlie niost emhieut mend)erjy of 
the visiting stall" of that institution/* 

Chronic inveitsion of the uterus is sufficiently rare to 
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justify publication of a case, especially as there is one point 
of particular interest. 

Tlie patient, 57 years of age, had been married thirty -five 
years, and liad given birtli to five children, the last twenty-two 
years before I saw lier, and liad had one miscarriage at tlie 
tliird month three years afterwards. All the labours had 
been normal in every respect. She had always considered 
lierself to be a perfectly healthy woman, and at about her 
forty- sixth year tlie menopause occurred. After that time she 
was somewhat troubled with constipation and piles, and 
gradually became stouter, but felt well, and never had either 
menstrual orintermenstrual discharge until about 7th November 
last (1904), when she noticed slight bleeding from the vagina. 
As it continued, she rested in bed for a week. This had a 
good effect, but when she arose the bleeding recommenced, 
this time more profusely, and, in addition, some "fleshy" 
mass was passed. The physician who saw her said that 
this was a polypus, advised continued rest in bed, and 
adnjinistered drugs. In spite of these measures the haemor- 
rhage persisted, and did so for nearly three months, after 
which time I saw her. She had spent these months in bed, 
her blood draining away day after day. There had never 
been " floodings," but a steady flow was maintained, and the 
blood had a lieavy disagreeable odour. Pain never caused 
trouble, except on four occasions on which there was retention 
of urine, and then it was very severe and bearing-down in 
character. Relief was given by the use of the catheter. 

Upon examination on 29th Janu<ary, 1905, the patient was 
found to be stout, but very flabby, and was a picture of 
profound ana3mia. The skin and mucous membranes were 
deathly pale. She complained of breathlessness and complete 
and painful weakness. The pulse-rate was about 90, and the 
arteries were compressible. The examination of the heart 
discovered a ventricular systolic murmur at the apex, with 
accentuation of the second sound at the aortic and pulmonic 
areas. The abdominal wall was very stout, and on palpating 
the lower abdomen she complained of severe pain. Vaginal 
examination disclosed the presence of a sloughing, greenish 
mass which could be seen at the entrance. It was impossible 
to explore in any other manner, as the whole of the vaginal 
cavity was completely tilled and blocked up. 

Two days later she was anaesthetised, and the cedematous, 
pulpy mass (which was sloughing at its lower part) was 
removed in pieces by scissors until more thorough exploration 



wuH poRmble, wlieii it wnn found that tlie vagina was fliHtonded 
not only by tlio tninoiir, but abo by the inverted uterus, to 
w]io«e fund Lift the foritier was attached. 

There could he no niiwtakti aH to the diagnosis, since the 
iiterine openiuofs of the Fallopian tobeK were plainly visible, 
Tlie tunKmr waH completely removed, and the edo^es of the 
raw surface — about 2 inches long and 1 inch hrofKl—left on 
tlie uterine wall were stitched over with catgut, Hni^niorrlmge 
was very profuse. More thorough cxainination then revealed 
that the inversion wix,s nearly complete. The cervix had 
alinost disappeared, and the sound could pass heyond and 
within it only about an eiu^hth of an inch. Bi manually, the 
fundus of the uterus was felt to be absent from its normal 
position, but the thickness of the abdominal walls and the 
completeness of the inversion prevented the typical cup-shaped 
depression from being recognised. No attempt at i^eposition 
was made, but the uterus wiis douched with hot watei*, and 
the vagina %vas packed tightly with iodoform gauze. 

The tumour was found to \veigh three-quarters of a pound 
(12 ounces), but must originally have been fully a pound in 
weight. For a week the vagina was douclied and packed 
daily, and tlien a fruitless attempt was made to reduce the 
invemon manually. The surface from which the tumour had 
been removed was completely healed, but we did not feel 
justified in using much force, as our liopes of permanently 
relieving the patient were disappointed by the report given 
by Dr, flugh (J alt, wlio had made an examination of the 
tumour. It was to the ciiect that it was *' undoubtedly a 
malignant tumour. It is composed eliiefly of large epithelioi^l 
cells, which are arranged irregularly, and it is permeated all 
through by a den^e inhltration of small round cells, amongst 
which the larger cells are almost ujiiformly mixed. These 
small cells are probably inrianimatory in origin. There is no 
stroma to be seen, but at some points the cells seem to be 
imdergoing necrosis— they do not stain, and nuclei are not 
visible. There is no trace of fibromatous, muscular, or glandular 
structures at any part. The tumour is carcinomatous, and of 
an en<lothelial type." 

Clearly, the only treatment which could be adopted was 
hysterectomy, but the patient's condition was extremely \md, 
and it was not possible to believe that she could survive the 
shock of such an operation. Sho did not rally nor improve in 
strength in spite of nourislmient and stimulants, and remain- 
ing in a state of lethargic \^'eakness and collapse^ she died on 
2nd March. 
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Chronic inversion is most usually produced by a submucous 
fibroid tumour attached to the fundus of the uterus. In most 
cases such a tumour becomes pedunculated, and usually no 
inversion occurs ; but when it remains sessile it slowly drags 
down the whole of the uterine wall to which it is attached, 
including the peritoneum, the active contractions of the 
remainder of the uterus set up by the efforts to expel the 
tumour completing the process of inversion. Matthews 
Duncan, in his Clinical Lectures, thus describes the process : — 
'* It is not the polypoid form which produces the effect, but a 
sessile or necked tumour, the uterus seizing a tumour as it 
seizes a child, and pushing it out." It is a wise rule to take 
for granted that in the case of every submucous fibroid 
inversion does exist unless it can be disproved by careful 
examination, as cases have been recorded in which, partial 
inversion existing without the operator's knowledge, the 
uterine wall has been cut, the peritoneal cavity opened, and 
fatal hasmorrhage has ensued. 

It is a matter of great regret that in this case the condition 
was unrecognised, and the bleeding allowed to continue until 
there was no possibility of radical operation being performed. 

The chief danger of chronic inversion is haemorrhage, which 
is frequently most uncontrollable, and leads to death from 
exhaustion. When to the inversion there is added either a 
myoma or a malignant tumour, this danger is all the greater. 
The necessity for correct diagnosis is therefore apparent, and 
the conditions from which chronic inversion must be dis- 
tinguished are a polypus descended into the vagina, polypus 
with inversion, prolapse, and, as in this case, inversion with a 
polypoid tumour. An examination under an ansGsthetic per- 
mits a thorough investigation to be made, and a correct 
diagnosis formed. The treatment thereafter will depend upon 
the condition discovered, but this aspect of the subject I shall 
not now discuss. 

A malignant tumour attached to the fundus uteri is one of 
the most unusual causes of inversion, and in his large experience 
Howard Kelly has seen only one case, and the tumour was a 
spindle-celled sarcoma. There had been merely a blood-stained 
discharge, with occasional haemorrhages, for a year, reposition 
was spontaneous soon after the tumour was removed, and 
hysterectomy was performed a week later. 

Most text-books omit any reference to malignant growths 
as being the cause of inversion, this fact showing the rarity of 
their co-existence. When mention is made, it is said that 
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undoubtedly the usual form which the uialignaney assumes in 
Buch causes m that of sat^coma, and the iuvemou hae Ijeen 
attributcil to the paralysiw of the muscular wall througli tlm 
iniiltratton of the 8arcoiijatoii8 cells as well as to tlie unUnHUal 
ease with whieh the cervix dilates, as has been observed in 
woniG instances. 

Camnoma, however, \h praetically uiikiiowu as a cause of 
inversion, and hi its occurreneo in this ease lies one of the 
principal points of interest. Lawson Tait reported a case " in 
which a large, soft, villous polypus avjvs tVmnd oecupying the 
vagina in a woman afrerl 52. This w^as removed by an 
ecraseur, wlieo it was seen to be the inverted uterus covered 
with a layer of soft, villous epitheliuio.*' In spite of this 
accidental amputation, recovery took phice. Tait further 
says — "The growth of the villous epithelium had probably 
catiaed inversion of the uterus by dilating the eervix." 

It has to be noted that no microBCOpicai examination of the 
grow^th seems to have been made, and that the diagnosis even 
of malignancy, not to speak of that of ciincer, was decided by 
the naked eye appearances, Mdueli are f reijuently so misleading. 

Hart and Bar bom- state that carcimmiji rarely produces 
inversion, and do not relate any case as having oecurred in 
their conjoint experiences. I have not read of an authentic 
case so far, and as the one I record is l>eyond tpiestion or cavil, 
tills is one of my reasuiis for reporting it. 

The distinctive and spt'cial appearances microscopically of 
round -eel led or spindle-eellLMii sareonia are <|uite eharacteristic, 
and tlie pathologieal report affords eon elusive evidence that 
the tumour did not beloug to either variety. Furthermore, it 
w^as not a tnixed tumour containing giant cells, as the large 
epitheliod cells present were tjiiite; tliHtinguishable from giant 
cells. The only other growth from which it rer| aires to be 
ditteiTntiated is that known as (Jrawitz's tumour, but the 
an-angement of cells in (irawitx's tumour is very difierent 
They are in colunms, having a thin stroma betw^een them, 
arranged, in fact, in a manner similar to that of tlie large cells 
of the suprarenal cajisnle. There is also a well-marked 
vasctllar system eon taining blood-vessels and bltjod-spiices — 
angiomatous in type — in ixrawitzs tumour, while there is no 
glandular nor muscular tissue, atid the small-celled elements 
are, comparatively speaking, slight. In the case describes! by 
me there was no stroma, nor were thei'e blood-vessels nor 
glands ; there w^as absolute irregularity of cells, and the small - 
celled element wa&s very pronounced* The points of diHerence 
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between it and Grawitz's tumour are, therefore, numerous and 
well marked, and the evidence conclusively proves that it was 
a carcinoma. 

Dr. W, L. Reid and Br, J. K, Kelly said that they had no 
experience of malignant disease causing inversion of the 
uterus. 

Dr. Mwnro Kerr asked if the inversion had not been present 
before the malignant disease began. 

Dr. Stark replied. 



in. — CASE OF EXTRA-UTERINE PREGNANCY AT FULL TERM. 
Br Dr. John Eugau. 

Mrs. M., aged 83, was admitted into the Samaritan Hospital 
on 20th January of this year, complaining of constant 
abdominal pain, and of a discharge of blood and grumous 
material from the bowel. Married eight years ago ; one child 
seven years ago at full term ; labour easy. Menstruation 
has always been normal ; last period in the first week of 
April, 1904 Copious leucorrhcea during the last six or seven 
months. Micturition frequent; urine very dark in colour 
during the past three or four weeks ; specific gravity, 1030 ; 
trace of albumen, no blood nor sugar. Previous health fairly 
good. 

History of present illness. — Shortly after her last period in 
April, 1904, patient suffered from morning sickness and a 
feeling of weight and fulness in the breasts. In May she 
complained of pain in the lower part of the abdomen, constant 
and dragging in character. At the end of this month, after 
whitewashing a ceiling, she was suddenly seized with severe, 
sharp pain "in both passages," and with continual retching 
and vomiting. She went to bed, and says that " the pain was 
so severe that she went from one faint into another.'' The 
acute symptoms continued for four hours, but she had to stay 
in bed for a week. A week later, while going about, she had 
another attack of a similar nature. There was no vaginal 
discharge on either occasion. During the second attack she 
sent for a doctor, who diagnosed extra-uterine pregnancy, but 
found patient so ill that he did not think she would recover. 

After this she had two other attacks of pain, with only a 
few days' interval, and then for the first time she noticed a 
tender lump in the abdomen. At the end of the third month 
she recovered sufficiently to be able to go to Lenzie Home for 



Convalescents, where s^he reinaiiied fur a fortnight, Hooti 
after her return home, however, she had anobhei", and 
iiubaequently still other attacks similar to those which she 
had had pre%^ious!y- 

About Christmas, nine months after her last menstrual 
period, she was seized with severe labour-like pains, which 
continued three or four days. Previous to this she thought 
she felt life, but the movements did not recur after Christmas. 

8 he was confined to bed for five weeks before her admission, 
and during that time she lost tlesh rapidly and becatne daily 
weaker. Her medical attendant reported that a few days 
iKjfore admission the internal os uteri was sufficiently dilated 
to admit a finger The uterus was explored digitally, and 
found to be empty. 

Condition on admission. — Patient looks very ill ; much 
emaciated; eyes hollow and sunken; face aahen-grey, with a 
Hush over each malar eminence ; breath foul ; disagreeable 
odour from the whole body; lips and teeth covered with 
sorden. Patient lies on her back with her legs drawn up. 
The respirations are short and panting, numbering 2S per 
minute. The pulwe is rapid, very irregular, and thready, 
numbering 120 per minute- Temperature, 100"' F, 

Extm iinti tio n of a JjiIquu n. — Di s ten de d to w hat appe a rs 1 i k e 
a seven and a half months' pregnancy; the highest point 
midway between umbilicus and xiphoid. The note over the 
Vk^hole area is dull on percussion. There is great tenderness 
on palpation over the whole abdomen, and coarse crepitation 
IS distinctly felt and heard (due to inflammatory adhesions). 
The ftPta! limbs are easily palpable. 

Heart-sounds rapid and irregular, but pure. Lungs normal 

E.iu7rLi7iation per vaginam. — Uterine sound passes 3i inches 
into the uterus, which is retroverted and retroposed. In front 
of it a globular mass is felt, (During the operation this was 
found to be the child's breech.) 

Operation (28rd January, 1905).— The abdomen was opened 
in the middle line between the uujbilicus and the pubis. The 
gestation* sac wais found to be arlherent to the abdominal wall. 
Whenever it was opened, an extremely fixtid, dark, gruioous 
fluid escaped, and the child's arm presented at the incision. 
On passing the hand into the cavity, the child wjls found to 
be lying with ita breech in the pelvic brim. It was extracted 
ieet first. It was very much macerated and decomposed. 
The brain-tissue was lirjueHed, and the head Mattened out 
laterally to such a degree that the upper edge of one parietal 
bone projected au inch aud a half above that of the other, 





The funis, which had shrunken considerably, was cut withoufc 
ligaturing it. and then the soft, black, decomposed placenta 
was peeled off. The relationship of the uterus and appendages 
could not be made out, iior could the rupture of the bowel be 
discovered. The cavity was washed and sponged out with 
saline ."iolution, and pieces of membrane and hairy scalp came 
away. It was then packed with iodoform gauze. Two si Ik- 
worm- f,mt sutures were passed through the abdominal wall to 
bring the upper angle of the wound together ■ a third suture 
was placed at the lower end of the abdominal incision, A pint 
of valine solution was then administered subcutaneously, 

After-jwogre^^fi. ^¥or the first twelve days or so after the 
operation patient remained in a critical condition. The 
morning after the operation, formed f feces w^ith a foul odour 
were found in the wound cavity. The|gauze was removed and 
the cavity again washed out and repacked. Nest morning a 
very large quantity of faecal matter was again present in the 
cavity. An enema of olive oil, half a pint, appeared immedi- 
ately at the abdominal wound; this, along with the fact that 
the faeces were formed, showed that the rupture was in the 
sigmoid flexure. Patient had ^-V grain of strychnine four-hourly 
for the first three days, along with a drachm of whisky every 
hour. On the ninth day after the operation the temperature 
rose to lOS-e"" F. Pulse was 124 and very intermittent and 
8oft ; but after this the temperature came gradually dow^n until 
by the twentieth day it was normal, and remained so during 
her residence in hospital. The cavity gradually closed up 
from below% but fteces were passed regularly by the wound, 
except on two occasions when a small quantity was passed by 
the anus. The rectum was washed out frequently with saline 
solution, and on one or two occasions hard scybalous masses 
were removed by the finger* 

A loop of bowel gradually projected at the upper angle uf the 
wound and became adherent to the lower edge of the inci.siou.* 
It was found that the rupture was present in this loop. It 
was just like the opening of a colotomy wound. Saline given 
per rectum returned through the opening in the right side of 
the bowel, while the faeces passed out through the opening on 
the left side. Patient's general condition improved very much. 
During the last week of her residence, a colotomy pad Iiaving 
been obtained for her, she was able to walk about the ward 
She returned home on 31st March, seventy -two days after 
admission, and has kept well since. 



Dr. Olipfuint asked if the crepitation was due to emphysema. 




I. I ylnjWB tiiij t^uLiiLHioii of thu|it(rtH iti c^iinplHe |ierii)eft1 i upturn. Tln^ Irmitginiir 
gHi» ill the rect^i-vaghml Hojituin, ciiii?t*?il by tbi; i*iiHiiJ|; siMiiijilcn-, ttj iim««3nUir 
Hctiiii^ uf iho KiiLus of tliu rent, ih well seen. A olcatrictiil ditnpli; an i-auli nidm 
nmrktt the punition tif the niptureil ends tif the iip!iin(Jt*;r Hni mu^lc. 



Fui. 2 ahowa the tj»ui*vei'»i^ white Hue prcwlncetl hy umking triwjticjii on eivcU eitkt w 
fti* to ilmw tbti lower corueFB of the gajj mor*! wi«lelj HsuQcUr. The firwt utep of 
the Dperation h tn plunge one hlatle of a [»ir of angular 8ciB&uT« deeply Intn tlv^ 
tittHU^ of the ^i^i^tum At one en4 of thit^ white line, ami to aepamte tlie tieptuni 
into iWK) Uyers hy enttitig ah Dig the line ^om one emi to the other 



[Frttm Dni*f*iivj!< hti R. E. HithHuilA 



PLATE TL 

Fi(?. 3 sLowa the aeptoJiL se|M%ratefl into two layerH. The va^nal flRi» is Been to be 
lifieil up by )neft^lt^ of a teniijoraij itiitufei and the ]>osition of the nuitnrerl emln 
of th(^ t^pbincter ani ih imlif^ted hy b large blaak dot on each sule. 

Fru. I showa the i-ectft) fttut VAginul snturott. The ret^tal tuitiireti {b) are of catgut, 
Hnd uuite the rent in the antcnur rectal Wi^U. The up|>ernioBt ie the firat to be 
intriMliiced. The needle entertt the margin of the rent on the left side,, traver»e» 
the titiHuc4 ^toiig the dotte^l liiif^^ eTnergeg on the raw HufjMie^ le-i^ntertf tlie mw 
Hiirfaee on the upiMMtite rtido, tind, following the dutted Hue, h filially bf ought 
iiut at a iioint tui the right niargjti of the rtnt, txiictiy opt"x*it^ ti> ^^^^ point of 
orig^inat entry. It is important to inelnde plenty of tisBue. Each suture in tied 
befftw the next iR ini«erted. The endis lie in Hide the rectum. When tliey liave 
itll lit^t^ tietlf the etid» may be cut itiiort ut the anus. The ilrawin^^ in order to 
avoiil oonfuf^ion^ reprewenta the sutures iui^erteil hut not tiaL The vnglnal 
Muttireii (a) are of silkworm -gnt. Their enda are tieil together in a hunuli mu{ 
left cui'letl m* in the vagiiva, whence they can be eaailj withdrawn for removjil 

[Frnm Drtiifinf/^ htf E, E. Hf>hliniL) ■ 
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The Preddeni said that he had never had a full time extra- 
uterine pregnancy. He had had one at the seventh month 
and one at the eighth month. 



Meeting IX — 21st June, 1905. 



The President , Dk, J, K. Kelly, in the Chair. 

DISCUBSION ON THE SECONDARY OPERATION FOR 
COMPLETE RUPTURE OF THE PERINEUM, 

At a conjoint meeting with the Edinburgh Obstetrical 
Society held in Glasgow, Dr, Culling worth, Hon, President of 
the Cilasgow Obstetrical and Gynecological Society, in opening 
a discussion on the above subject, read the following paper:— 

1 wish, in the first instance, to thank the Glasgow Obstetrical 
and Gyueecological Society for the honour it has conferred 
upon ine in appointing me its Honorary President. The 
compliment is one that I appreciate very cordially, as, indeed^ 
anyone uinst wlio succeeds to an office tliat lias been held by 
80 many distinguished men. The office of Honorary President 
of this Society is abiiost a sinecurcj but not ([uite; for ifc m 
expected of its holder that, sometime during his two years' 
tenure of the chair, he will deliver an address or open a 
discuF^sion. The object of my visit to-night is to discharge 
this duty. Scotland Iiaw, fur so many years, taken a leading 
part in the scientific study and scientific practice of obstetrics 
aud gynaecology, and lias established, in consecjuence, so high 
a reputation in the depai^tinent of medicine wdiich these 
subjects represent, that auy stranger like myself called upon 
to addi^ess a society of Scottish obstetricians and gynseco legists 
tuust of necessity approach his tti,sk with considerable 
diffidence. A few months ago, a well-known and very able 
writer and critic went down from London to address a large 
working-class audience in Ancoats, Manchester, and he began 
by telling them that he was horribly afraid of them all 
I do not know that I could truthfully go quite so far as that, 
but I can at least say that I stand in very w^holesome awe of 
you. It seemed to me, therefore, in thinking over what topic 
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I should select for debate this evening, that I should be wise 
to content myself with some simple clinical subject of which 
a fairly long hospital experience (now, I regret to say, at an 
end) has enabled me to form a definite opinion, and to speak 
with a certain amount of authority. 

I have chosen the subject of perineorrhaphy. I cannot find, 
though I have looked through the published proceedings of 
your Society for a considerable number of years, that any 
connnunication or any paper on this subject has been brought 
before it. In the glamour of the new possibilities that have 
been opened up to us by the advances in abdominal surgery, 
the interest in the older gynaecological operations has of late 
years somewhat dwindled. And yet there can be no doubt 
that some of those older operations, especially the plastic 
operations, minister quite as much to the comfort and well- 
being of our patients as the more showy achievements of 
modern times. I need only mention as instances the operation 
for the cure of vesico- vaginal fistula and the operation I am 
now about to consider; the one, if successfully performed, 
i^-estoring the power of control over the bladder; the other, 
the power of control over the rectum. Can any operation 
offer a more welcome transition from misery to comfort ? 
There may be some present — indeed, there may be many — 
who think the last word has long ago b§en said on the subject 
I have chosen. I do not myself share that opinion, and 
therefore it is that I ask your indulgence whilst I point out 
what I conceive to be the true principles of the operation of 
perineorrhaphy, and then try to describe a method of operating 
that has afforded satisfactory results in my own practice. In 
a paper that I published rather more than twenty years ago,^ 
and again in a contribution that lies buried in a volume of 
hospital reports*^ which I cannot expect anybody to have 
seen, I traced the various steps by which the operation now 
generally performed has reached its present development. 
I may not always have ascribed the various improvements 
to the right individual, or I may have overlooked the fact 
that it is possible for several different individuals to* arrive 
quite independently at the same idea, but questions of priority 
in such matters are of but little importance, and I think my 
account of the gradual development of the operation may 

1 "Ou the Operation for Kupture of the Female Perineum," Medical 
Chronicle^ Manchester, November and December, 1884. 

2 "The Operation for Ununited Kupture of the Female Perineum" 
(with illustrations), iSt. Tkomcvs^s Hospital llepoHs^ vol. xxvii, 1898, 
London, pp. 433-447. 
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be taken iis HubsLantialiy correct. I will llieret'ore, witli youi* 
pennissioii, and as briefly as posBible, ti.'Il the ntory once 
again, ij noting where necessary from my former ewaay. 

In the operation tin peiiormed by the ear her operatorhs, the 
denuded snrfaee whh ao narrow tliat, even in the isiicces^iiul 
caisew, the restored perineum Wiis necessarily thin and fragile, 
a mere bridge, indeed, above ^vhich the vagina formed a pouch. 
To obviate this, later opei'atoi's enlarged the area of the 
denuded Hurface by remgvin^r the tinsueH more freely Irouj tlm 
HirJeH of the laceration, and di^^necling up a more considerable 
jxirtion of the mucous membrane from the pasteiior vaginal 
walb 

In IHo^S, Langenbeck devised an operation which he termed 
perinm8ijnthesis, the expreHs object of Avdiieh w^as to shelter 
the newly-united surfaces from the vaginal discharges. His 
suggestion was, after freshening the tw^o sides of the rent with 
scissors, to disneet a semilunar flap of mucous membrane from 
the anterior surface of the recto-vaginal septum, and to lift 
it up so £iH to rest, in the form of an inclined plane, upon the 
vaginal aspect of the perineal woun<l, to wdiieh he fixed it by 
its cfjuvex border. This operation was afterwards abandoned 
iis buing too comphcated, and as not affording sufficient 
security against the formation of recto- vaginal Hstulae, 

Eleven years later, Mr. Jonathan Hutchinson proposed, in 
an article in Holmes^s Stjatevi of Siirgevtf, that instead of a 
special flap being made for the purpose, as wtis done by 
Langenbeck, the flap removed duiing the necessary freisliening 
of the surfaces should itself Ixi turned npw^irds into the 
vagina, trimmed at its sides, and made to slope forwanls over 
the newly- united parts. 

It w^as, however, in a paper published in April, 18765 by 
Dn Delore, of Lyons, in the Anwdm de Gynecologie, that 
the fnil importance of saving the tlap seems for the first time 
to liave been appreciated, Delore advocated dissecting up 
two triangtdar flaps, turning them with their raw surfaces 
towai'ds each other and retaining them in position by deep 
and superficial sutmes- This method liad for its object the 
molti plication of points of contact without increasing the 
area of tlie actual wound. It also protected the newly-united 
surfaces from the vaginal discharges and avoided the sacritice 
of tissue. 

Innumerable modifications have since been suggested. 
Perhaps the most important are those that bear the names 
of Emmet, Hegar, Hildebrandt, and I^awson Tait. Eimuets 
oiJcration, or t^ome moditicatiou of it, is that usually pnictised 
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in the United States, while m this country the fiap-Bplittiiig 
operation of Lawson Tait in perhaps the one most generally 
adopted. It was Lawaon Tait who tanght ur how to amplify 
and aluirten tl><^ tir^t part of tht' operation hy ^^pJitting the flap, 
as he called it, by means of angular wcisBors, instead of 
laboriously dissecting up the dap in the old way. He also 
taught us that we could diminish the pain that had hitherto 
almost invariably followed tlie operation by including no skin 
in tbe perineal sutures. Tlic w eak point of his operation, in 
my opinion, is that it leaves unsutured both the rectal w^ound 
and the vaginal The absence of any attempt^ to bring 
together the divergent sides of the rectal rent 'makes it 
extremely unlikely that the torn ends of the sphincter muscle 
will re-unite, wliilst the noti -suturing of tlie vaginal rent 
leaves the newly-united perineal wound unnecesaarily exposed 
to the vaginal discharges and oraits a valuable safeguard 
against the formation of a recto-vaginal fistula. These are 
the main reasons that have prevented me from adopting 
Tait*s operation in its entirety, notwithstanding the ease and 
rapidity with which it can be performed and the many points 
in which it marked a distinct advance on most of the methods 
of operating previously in vogue. 

So long ago as the year 1879 the late Dr. Alfred Wiltshire, 
at a meeting of the Obstetrical Society of London, maintained 
that it was essential to the complete success of tlie operation 
that the torn ends of the sphincter should be exposed and 
re-unitedj and he recommended that the muscular tibres should 
be rendered actually apparent to the eye and then be bi-ought 
together by silk sutures* A suggestion of a similar kind was 
made by How^ard Kelly, of the Johns Hopkins Hospital, 
Baltimore, in 1S99. In a paper read before the American 
Gynaecological Society on 24th May of that year, he expressed 
his conviction '* that the best method of treatment of a torn 
sphincter is by liberating it from the surrounding tissue and 
then uniting the freed ends by buried catgut sutures;" and 
**that the results of this method of suturing are far better 
than those obtainable by any of the methods generally 
practised, which depend upon tlie approximation of broad sur- 
faceSj including the sphincter ends, without using any special 
plan of suturing to hold the ends in accurate apposition/ 

Such is a brief account of what I believe to be the more 
important suggestions that have been made from time to time 
towards the improvement of this operation. I purpose now- 
to consider the conditions that any method of operating ought 
to fulfil in order to be considered aatisfactory* 




COMPLETE RtTPTURE OF THE PERINEUM. 

1. It should restore the perineum as nearly as possible to its 
orij^iual size and shapo. TIilto i.s a ^reat tendency for i>penitota 
to be natifified if the new pijrineuin has a good covering of 
skin ol: the orthodox extent, but it scarcely needs to be said 
that tlie skin in the situation of the perineum may present 
quite a natural appearance, and yet there may be no real 
perineum at all. The gyuiecological operator should familiarise 
himself witli the size and shape of the average perineum of 
the adult female by taking mental note of these during his 
ordinary examination of patients. One of the many advantages 
of habitually examining in the dorsal position and sitting 
where the external parts can be distinctly seen is that one 
beeomes familiar with the normal aspect and dimensions of 
thase parts under varying conditions as to age, clii Id-bearing, 
&:c., in a way that is otherwise impossible. The knowledge 
tluis gained is extremely valuable when it becomes necessary 
to undertake repairs. It is always a temptation to the 
inexperienced, partly from want of observation a.s to the normal 
lengtli of the perineum and partly from an over anxiety lest 
the new perineum shoidd not be long enough, to carry the new 
perineum t<K> far forward. This, especially during the child- 
bearing age, is to be carefully ^narrled against. Hhould the 
patient again liecome pregnant and bear a child, a perineum 
so prolonged must almost of necessity give way. I have even 
known of a perineum repaire<i so extravagantly w^ell as to 
create diffieulties in the married life. 

2. In an ideal operation there should be. brought into 
.ppositioii a sufficiently large ai'ea of rav^^ surface on the two 

femes to make union almost certain. The multiplication of 
points of contact in a wound greatly facilitates the healing 
process. This is a point to bear in mind in all pla.stie opera- 
tions. In the operation [ shall presently describe a considerable 
extension of raw surface is seeured by turning the vaginal 
rtap upwanls so that when the perineal woun<l is closed tins 
Http will neces^sarily he folded upon itself in such a wa}^ as 
greatly to increase, indeed, almost to double,tlie areas of detmded 
.HUrfaee brought together. 

3. A sjitisfactory perineal operation recjuires, in my opinion, 
that the edges of the rectal side of the tear and thr* edges oi 
the vaginal side of tlie tear should be brought severall}^ 
together by careful suturing. It will be eas}- on reference to 
the drawing t(J realise that when the torn recto- vaginal septum 
is divided, whether it be by Hplitting with scissors or by 
dissection witlj a knife, there will necessarily he a V-shaped 
notch in the raised flap exactly coiTespon ding to the triangular 



^ 



110 THE SECONDARY OPERATION FOR 

gap in the rectum. The triangular gap in the rectum should 
be carefully closed in order to restore the lower end of the 
bowel to its normal condition. The V-shaped notch in the 
vaginal flap should be closed, partly to restore the integrity 
of the flap so that it may be an effective shield to the new 
perineum from vaginal discharges, and partly to ensure tlie 
patient against the formation of a recto- vaginal fistula. 

4. It is a further condition of a satisfactory operation that 
the patient's convalescence should be rendered as free as 
possible from pain and discomfort. To this end advantage 
should be taken of the fact, which we owe to the acute 
observation of Lawson Tait, that when no skin is included in 
tlie grip of the perineal sutures the patient suflers no pain. I 
do not advocate the plan that he adopted of avoiding the skin 
entirely. That plan involves the concealment of the knot of 
the sutures from view, and as a consequence much groping 
about and disturbance of the w^ound when the time comes for 
the stitches to be removed. 

Fortunately, freedom from pain is almost e((ually well secured 
by including only a narrow edge of skin in the sutures, and be- 
taking care that there is no tension when they are tied. 

As a further means of reducing the discomfort of convales- 
cence to a minimum, it is desirable that the dressings and 
manipulations required should be as few and simple as possible. 
I daresay every operator has found this out, but I will at 
anyrate mention a little later on the methods I have found 
most satisfactory in these respects. 

5. Again, an operation in order to be of general applicability 
should be as uncomplicated in its character and as easy to 
execute and to explain as is compatible with a successful 
result. No doubt many excellent operations have been 
abandoned owing to their not fulfilling these conditions of 
simplicity of design and ease of execution. At the best, the 
operation of perineorrhaphy is an extremely difficult operation 
to describe, and one of which the steps are difficult to follow 
from any description however clear. But these difficulties, 
inherent in the very nature of the operation, are greatly 
and quite unnecessarily increased by complicated methods of 
operating. 

6. Lastly, and most important of all, the operation should 
have the result of restoring to the patient efficient control over 
the contents of the bowel. If this result be not attained, 
however excellent may be the appearance of the new perineum, 
the operation must be pronounced a failure. 

Having now stated what I believe to be the criteria by 



which method.'^ of perforifiin^ this operation ought to be 
jwlguil, I will occupy the reinainrler of the time at rny (lispoHul 
by deserihiii^ the method of op*^Tating that I have for many 
yt^arK adopted. It is hiise<l on a nietliotl Miiieli 1 learnt 
twenty*- Hve or thirty years ago from a junior colleague at 
St. Mary'^s Hospital for Women, Manehenter, my friend Mr. J. 
H. Ewart, now of Eastbourne. I claim no originality for it, 
nor does he. The details have necessarily been altered from 
time to time with increaned experience, but the prineiple.s 
wl[ieh underlie the operation remain the same, 

Ttit^ appearances pri'sentfd in a ease of complete rupture of 
the perinenni are well shown in, the drawing (Fig. 1). 

The tear through the recto- vaginal septum— originally, 
of course, linear — lias asfiumed the nsnal appearance of a 
triangular gap, owing ttJ the divided ends of tlie torn 
sphincter becoming widely separated. The position of the 
torn ends of the nmscle is usually indieateil hy a dimple on 
each sidt* of the anus. These dimples are seldom alisohitely 
sym metrical in position. The sides of the triangular gap are 
white, well defined, and cicatricial. They mark the line 
wdiere vaginal mucous membrane and rectal mucou.s membrane 
meet. 

Mr. Lawson Tait commenced the operation by directing 
his assistants to make lateral tiuction with the fingers on each 
Hide of the anu.s, wliereby all appearance of a triangle is for 
the moment etf acerb the two sides forming a single, tense, 
transvers*.^ wliite Hue. By plunging one blade of a pair of 
angular seissors deeply into tlie tissues of the recto- vaginal 
si*pturji at the left extremity of this wliite line, and dividing 
tlie septum into two layers from the one end of the wliite ]ine 
to the other, this part of the operation is greatly facilitatetl. 
From each extremity of this firKt incision, a cut is now made 
running forvvaT-ds and anotlier running backwards, the whole 
Hories of incTriions being at this stage roughly represented, as 
MI^ Tait suggested, by the capital letter H, Tlie forward 
incJRions will mark the outer boundaries of the vaginal flap, 
and their length will determine the length of the new 
perineum. The inexperienced are apt, as I have said, to be 
tempted to carry the anterior border of the new perineum too 
far forwards, improving, as it were, upon the original. This 
is to be avoided for the reasons already given. It will 
generally suffice for these incisions (whicli are carried along 
the line at the sides of the vulva wliere skin and mucous 
membrane meet, or, perhaps, to l>e more exact, where the skin 
alt€*rs in character) to be made to terminate where Bcar tissue 
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ends, i.e., wliere tho oiigiiial perinemn ended. If this is 
difficult to rL'COtriiiRt.s it will usually ho safe to let them 
terminate wliero tfie labia minora commeneo. 

The two backward cuts are mucli shorter. Their object ia 
to facilitate (I) the exposure and (2) the union of the divided 
ends of the sphincter,^ 

The completion of the vaginal flap may be accomplished 
either with the Rcissors or with the knife, the left forefinger 
being on guard in the vagina- Tlie line of reBeetion of the 
flap should be nearly horizontal, and pshoukl extend completely 
acroas from the anterior end of one lateral incision to the 
anterior end of the other. 

Now that the fingemof the asHistants have been withdrawn, 
and all lateral traction haiH been i-emoved, the triangular shape 
of the gap in tlie torn anterior wall of tlie rectum will again 
be apparent, 'i'his gap wilt, as I have pointed out, be repre- 
sented in the flap w^iich has been di.ssected np, and wdiich 
may now be calle<l the vaginal flap. I believe that it is 
worth w^hile taking considerable care to restore the integrity 
both of the vaginal flap and of the antei-ior wall of the 
rectum. 

With regard to the method of suturing," I cannot regard it 
as a point of importance, and shall be sorry if it be made to 
flgure too lai'gely in the debate. I have my own plan, whiclt 
I will proceed to describev At the same time J quite recogniscB 
that this is a matter about which ever}' operator will have 
his own opinion, and that equally good results are obtainable 
by v^ery diflerent methcxls, Tiie method I usually employ is 
the following : — 

Tiie tirst suture passed is the buried perineal suture. (This 
may neces-sitate the introduction of the finger into the rectum, 
so that it is better to do it before inserting the rectal sutures.) 
The perineal needle is introduced into the skin about one -sixth 
of an inch from the margin at tlie denuded surface on the 
patient's left side, at a pohit immediately Vjelow the angle of 
reflection of the vaginal flap. Jt is passed completely round 
from one side to the other in the substance of the recto-vaginal 
septum, just above the line of reflection of the flap, and the 
point iw made to emerge on the right side at a spot corres- 
ponding to the aperture of entrance on the left side. The 

1 If a little triaijgular piece of skin l>e k^ft between the li.LtkwiUil 
incisiiui iUjil the ihirker tissues oi the anns, it will be found to ije ti •^(mmI 
plan to rt^raovu it. 

2 Tlie Eiuturiu^ \& facilitateil by psaing a temporary ligatnre through the 
vagiual fiap, aa ahown in the ih awing, and holding it up out of the wiij* 
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needle should not, clurintr its com-fte, make Hh appearance 
either in the rectum, in the vagina, or in the wound. The 
suture .shoald be a bnried suture thraughout. lis use is to 
brace up the whole perineum, anrl to prevent there being any 
spaces left in the deeper part of the wounrl, wl;<;re the raw 
Hurfaces are not in contact, and in Mdnelr fluids can aeeuiuulate. 
In eases where no such spaces seerYi hkely to occur, tlie buried 
suture may be dispensed with. When the needle Iras been 
Huecessfully pn^ssed, the eye is threaded witli a stout silkworm- 
gut suture Hud the neeflle is withdrawn, the suture being left 
in position but not tied. 

The rectal tear is now sutui^^d from alx>ve downwartis, the 
sutures Ijeing introduced by means of a full-curved needle, 
heM in {i firm ueedle-hoider, at the edge of the rectal niucous 
mendiranc on one side of the renL 11 h' point of the needle m 
brought nut oil tho denuded surface at a poiut distant about 
half an inch from tin* point of entrance, so ^is tf> ensure the 
inelnsion in the stitch of a sufticit*iit amount of tissue. It is 
then carried across to enter at a corresponding point in the 
raw surface of the opposite sid*;, and to enxerge at tlie margin 
of the rectal mucous membrane at a point exactly opposite 
the original point of entrance. The needle being now removed, 
the sutur*" is tied and the ends are dropped into the reetuni 
Ix'fore the next suture is introduced. Iwo, three, or four 
other sutures, according to the requirements of the ease, are 
then inti'odueed in the same manner, care being taken that 
the ends of each sutui^v as it is tied are drop]}ed into thi! 
T^ectum and ke]>t back out of the way. I always use catgut 
for the reetal sutures, so that it may not be necessary to 
disturli the parts for their removal When all have been 
introduced and tit^d, and not lie fore, the ends may be cut otl* 
at the anus. 

Tile vaginal si^le of tlie hvceratiou is now closed by means 
of a series of interrupted sutures of silkw<.»nii-gut (see Figs. 
4 and 5), the ends of wliich are Mt long .so that they can 
be loosely tied together and turm/d into the vagina, wlienee 
tlie3^ean be easilv withdrawn for removal Thr; time has now 
come to introduce the remaining periueal sutures. For this 
purpose the liest nuiterial is stout silkworm-gut. The sutures 
are intnjduci^d through the skin at the same rlistanee from the 
edge as in the case of the buried sntui'e already described, 
viz., alwuit oue-sixth of an nieli, Tlu'se sutures are made to 
paHs deeply, anfl they remain almost, but not completely, 
lairied. They cross from one raw surface in tht^ other at the 
deepest part <jf the wound, and emerge at a point on the skin 

vnu V. H 
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of tlie opposite side exactly correspondinor in position to the 
point of entrance. Tlie number recjuired varies ; usually it is 
three or four. I generally pass them in order from before 
backwards, leaving them untied until all have been passed. 
The tying is done in revei-se order, viz., the hindermast first. 
I'his hindermost stitch should bring together the ends of the 
torn sphincter and secure the closure of the front of the anus. 
Inunediately before the perineal stitches are tied, the wound 
receives a final irrigation and cleansing. 

The closure of the perineal wound will have the eflfect of 
completing the folding upon itself of the vaginal flap, and the 
edges of the flap should be united by interrupted silkworm- 
gut sutures, continuing forwards as it were the row of perineal 
sutures, but not passing them so deeply. 

As I have already said, most operatoi-s will have their own 
favourite method of suturing. I mention my own because it 
is simple, easy, and effective ; but suturing in tiers I can well 
understand may be equally so, although I have not myself 
tried it. 

Now is the time to introduce any superficial sutures that 
may be required in order to bring the edges of the skin neatly 
together. Sometimes no such sutures are required ; sometimes 
three or four. It will be noticed that I have not myself 
adopted the plan of dissecting out and suturing the torn 
muscle fibres of the sphincter ani. I am a little sceptical 
both about the feasibility of this manoeuvre and the necessity 
for it ; and as I have almost invariably had the satisfaction 
of restoring control over the contents of the bowel without 
it, I do not care to prolong the operation, as / think, un- 
necessarily. There is usually a little quadrilateral gap left 
just at the anterior border of the new perineum, where, in 
short, the perineum ends and the vaginal flap begins. This 
gap should be closed by a single suture. 

I am in the habit of leaving the ends of the perineal sutures 
long, and tying them loosely together in a bunch. The 
advantages of this method are as follows : — (1) It adds to the 
patient s comfort by avoiding the pricking of the skin, which 
almost always happens when the ends of the sutures are 
cut short ; (2) if any dressings are necessary, they can be 
applied much more easily than when the sutures are cut 
short; (3) it greatly facilitates the removal of the sutures, 
for, when the time comes for this to be done, the sheaf is 
untied and each suture in turn is slightly pulled upon by 
means of its long ends, so that the knot can be easily made 
visible and the suture divided. 
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The less elaborate the dressing of tlie nowly-repairet] 
perint^mii the bt^tter. T^va little Ktrips of lint, 8 inelu'S Ion or 
by threQ-t|Uartpr}^ of fui inch M'ide, anointed with ^ aselino mul 
laid parallel with each other on each side oj' the ^voiind, an> 
all that is rLU|uired. When the tiii^hs, now ilexi-ri upon tla^ 
abdomt-n, conic to lie in their mituml position, these two Ivits 
of lint wifl be found to have their uiianointed surfaecs in 
contact, the bnnch of perineal sntnres projecting- [n^twi^m 
tlnniL And liere let me venture to give a hint iVA to the 
nursing of those casen. It is t[uite obvious that the less 
interference there is with the newly -uniterl parts the l>etter. 
I therefore only order vaccinal rlouching when it is specialty 
indicated. Otherwise, I prefer that my nurses content them- 
selves with keepincf tln^ external parts clean by means of 
wool-sponges and warm water. 

This local el can sing and changing of (h'essings can he done 
with least disturbance of the patient by getting the patient to 
flex the legs on the thighs and the thighs on the aliiomen in 
«ucli a wa}^ as to afford a full view of the wound. If the 
patient Ciinnot, by grasping each leg under the knee, hold 
the litahs suflieientl}^ out of tho way for the nurse *b purpose, 
the nurse should get an fussistant to suppoj't the heels of the 
patient whilst she is being attended to. 

The catheter is usually required for the fSrst two or three 
days. It is es.sential that the nurse should me and elean.se the 
aritiee of the urethra before slie in.serts the catheter, and 
particularly after the operation of perineorrhaphy^ lest b}' 
rel3dng upon the sense of touch she sltould disturb the wound 
or drag upon the sutures. As soon as a patient is able to 
dispense with the catheter, she should do so. If she turns 
over on to her hands and knet*s, there is no moi^e fear of tlie 
wound being soiled than when the urhie is drawn off 
artificially. 

It wiis once the fashion to tie the patient's knees together 
and to keep her almost niotionles.s. All sucli restrictions are 
unnecessary and tlierefore cruel. 

All that I re<|uire from iny patients is that they preserve 
the recumbent posture absolutely for at least fourteen days. 
I have sometimes tried the experiment of relaxing this rule, 
btit have always regretted it. Otherwise, however, I allow 
uiy patients full liberty to lie in any posture they like and 
move ahijut as they like. 

Two points connected witli the after-treatment remain to 
Ixi considered— tilt* tj nest ion of apeiicnts, and the l>est tinui 
for talking out tlie sutures, First, as to the ^juestion of 




116 THE SECONDARY OPERATION FOR 

aperients. The practice used to be to keep the bowels un- 
opened for a week or ten days. It was a barbarous practice. 
The torture the poor patients suffered when trying to expel 
tlie scybala was painful to witness, and the damage done to 
the newly-united parts by the straining far more than counter- 
balanced any benefit that accrued. Mr. Lawson Tait, with 
his usual sagacity, saw the evils of the old practice, and 
instituted a reform. But he went to the other extreme, and 
gave small doses of castor oil every day from the first. I 
have tried this plan repeatedly, and am persuaded that it is 
unnecessary, often very irritating, and not seldom positively 
injurious. The object to be aimed at is to ensure that the 
first faecal evacuation shall be passed painlessly and without 
the necessity of straining. Enemata are in my opinion to be 
avoided, if possible, on account of the danger of interference 
with the newly-united wound on its rectal aspect. This 
might occur either from a sudden movement on the patient's 
part whilst the nozzle was being inserted or from over- 
distension of the lower part of the rectum with the fluid 
injected. I have made many comparative observations, and 
have finally adopted the routine plan of administering a full 
dose of castor oil (a fluid ounce) sixty hours after the opera- 
tion. This is almost invariably found to result in the easy 
passage of a semi-solid motion within a few hours. If it has 
not acted in four hours the dose should be repeated. Tlie 
patient is instructed not to strain even if tempted to do so, 
which she seldom is. An aperient every other day, at bed- 
time, will usually be reciuired for the next few days. 

Secondly, as to the best time for removing the sutures. 
This, of course, must to a certain extent depend upon tlie 
material employed. Since I adopted silkworm -gut for the 
perineal stitches, I have found it best to remove the stitches 
on the eighth day. Some remove them earlier, some keep 
them in longer. I have tried both plans, and have seen no 
reason to adopt cither of them, except under special circum- 
stances. The vaginal stitches may often, with advantage, be 
left a few days longer. Their removal involves more dis- 
turbance of the parts than the removal of the perineal sutures, 
and it must not be forgotten that, however satisfactory may 
be the appearance of the newly-united wound, very little 
interference with the neighbouring parts is sufficient at this 
stage of the healing process to open it up. 

Sometimes when the sutures have been removed, the skin 
edges are found not to have completely united along the whole 
length of the perineum, a small portion of the wound being 
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left to Ileal by gnmulatioii. This need cause no nnxiiiLyj 
pix>vided the greater part oi" the wound has healed satifif actor ily. 
Again, the operator in occai^iuDally diainayed by the newH 
that a little faecal matter haw epscaped involuntarily. The 
significance of this occurrence depends upon whether the 
escape has taken place from the anus, from the peiineal 
wound, or from the vaguia. If from the anus, the occurrence 
is probably of oo moment. If from the perineal wound, 
experience has shown that the si mis (generally closes spon- 
taneously as the Ileal iug procen^ becomes complete. But if 
the escape is from the vagina, and t)iei*e is discovered on 
examination an aperture of communication between the 
vagina and fclie rectuui, there is very little likelihood of 
spontaneous closure, A recto-vaginal fistula generally becomes 
established, necessitating another upcration at some future 
time. 

It is perhapM going n little outside my subjecfc, but I may 
IxJ allowed to state, as the result ot" some experience (derived 
chiefly from cases originally operated upon, not by myself, 
but by others), that tlie most successful way oi" dealing with 
recto- vaginal tistulae is, not to pare or split the edges and tlien 
close the opening as in the ca.se of vesico- vaginal tistulse, but 
to divide all the tissues — I %vas going to say '* south of the 
fistula" — and treat the caseous one of complete laceration of 
the perineum. Treated in that way, success is almost 
invariable, whereas, when attempts are made to close the 
Hstula by an operation similar to tliat wliieh has proved so 
successful in vesico- vaginal fistula, tlic results are apt to be 
most disappointing. 

It is time, however, that I closed my remarks. Before I do 
sOj may I recapitulate very briefly what I conceive to be the 
e^ssentials of a satisfactory perineorrhaphy ? They are its 
follows :— 

1, It shoiihl restore the perineum, as near as possible, to its 
original size and shape. 

2, It should preserve the vaginal Ihip and utilise it for 
the purpose of increasing the extent of raw surftice, thus 
facilitatnig the process of healing. 

li It shouM include the separate and independent closure 
of the rectal side of the rent and of the vaginal side of the 
rent, as well as the stitching up of the pei'ineuin proper. 

4. It should involve the least possible amount of pain and 
discomfort immediately after the operation and during the 
convHlescence, 

5, It should be simple in character, easy to execute, liud 
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easy to understand. The reason for each step should be 
obvious. 

0. It sliould restore to the patient efficient control over the 
contents of tlie bowel. 

I shall be interested to hear the experience of my Scottish 
bretln-en in regard to this operation of perineorrhaphy, and, 
in the meantime, I shall be glad if anything I have said 
to-day helps towards a more definite recognition of what we 
may fairly expect to accomplish by the operation, or towards 
a greater simplitication of the operation itself. 

Dr. BevTij Hurt said that to avoid oozing at the top of the 
rectal flap, he used catgut in tiers. He recommended very 
thorough evacuation of the bowels before operation, and 
thought it advisable to starve the patient for a few days 
before. 

Dr. W, L. Reid commented on the detail of Dr. Cullingworth*s 
description. Most operations, he said, were founded on Lawson 
Tait's. He advised vaginal douching, as there was often some 
discharge which was liable to decompose. For this purpose 
he passed a rubber tube into the vagina. No dressing was 
required. The wound was cleansed by running warm boracic 
solution freely over it. The catheter should never be used if 
it could be done without. Before and after the passing of 
urine, warm boracic solution was passed over the parts. He 
had never succeeded in exposing the ends of the sphincter, but 
he passed a suture where the ends of the sphincter were 
supposed to lie. 

Dr. Barbour suggested carrying the dissection farther back 
than Dr. Cullingworth. He passed the rectal sutures from 
the vaginal side. 

Dr. Sloan said that he did not suture the vaginal flap, but 
allowed it to form a floor for the vagina. He believed that 
Lawson Tait buried the sutures so as to grasp the levator ani. 
He advised curetting before the operation. 

Dr. Brewis said that he was in the habit of doing a modified 
Lawson Tait operation. He had found no difficulty in 
dissecting out the ends of the sphincter. He made a transverse 
incision above the upper end of the tear, and dissected the 
flap from above. He used chromicised catgut, and passed it in 
at the cut edge, not through the skin. 
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I. — specimens. 
J. By IJr. J. M. MuNRo Keru. 

1. Ovarian cyst with twisted pedicle. 

2. Specimen of salpingo-ooplioritis, probably tubercular, 
removed from a patient with a bicornuate uterus in which 
division was complete down to the cervix. 

//. By Dr. Alex:' Miller. 

Vesicular mole removed after digital dilation of the 
cervix. 
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1. Ovarian prtigaancy, 

2. Two myomatous uteri. In one a myoma had to be 
enucleated before the uterus could be raised out of the pelvis. 

3. Fibromata on branches of the pudic nerve, 

n* — mOLAl'SE OF THE UTERUS IN A VIHGIN. 
Br Du. J. Nigel Stark. 

Prolapse ot* the uterus and vaginal walls, in the vast majority 
of cases, is due to and occurs subsequently to pregnancy. The 
patient is usually of the working class, niulti parous, and 
lacerations of the vatrina and perineum have occurred at the 
birth of one or more of her children. Xormal involution of 
the uteru.'i has not developed, the va^dnal outlet has become 
relaxed, as have also the utero-sacral and utcro-vesical folds, 
and the round ligaments, and descent of the uterus and the 
vaginal walls i.^ the consequent results. There are few 
pathologieal conditions which produce more suttering, difei- 
coinfort, and incapacity for work, and few which more merit 
careful consideration and treatment. 

It is ca.^y to follow in one's mind the development of 
prolapsus in such cases, and to furnish an explanation of ita 
causation. But it is otherwise when we discover it in a 
nulliparous unmarried girl, and its comparative rarity fonns 
my reasons for reporting a case. 

The patient when she was sent to me by Dr. Murray Lyon, 

Cathcart, in January, 1905, was 18 years of age, and complained 
of prolapse of the uterus of two years' duration. She was 
a healthy-looking, well -nourished girl, of fair complexion and 
medium height. Menstruation had begun at the age of 14, 
had been regular every four weeks, lasting four days, un- 
accompanied by pain, and fairly profuse in amount. 

The family history was satisfactory, as her father and mother 
were living and in good health, and of ten children, eight were 
alive aud well- She had been at school between the ages of 
6 and 13, after which she entered a baker s shop as errand- 
girl and was engaged for three years there carrying parcels— 
frequently heavy — from ti'30 in the morning till 7 in the 
evening; 10 on Saturdays. About the end of these three 
years, when she was 16, she began, without any preliminary 
sensation of pain, to be troubled with *' falling of the womb," 
but though she left her situation, she engaged in no less heavy 
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work, tirst as a waitress in a toaroom, her bourse here being 
from 8 A*M. till 9 p,M-, and latterly as a laundress. At the 
laundry work she stayed for a year and a half, her hours 
being from 8 a.m. till 10 or 11 p.m., durinf}; all which hours she 
was constantly standing. Gradually during these two years 
protrusion became more and more aggravated and though 
pessaries at first afforded slight relief, latterly they could not 
be retained. It was impossible for her to continue at work, 
as when she walked or even stood a large swelling protruded 
externally and produced great discomfort and pain. 

Upon examination I found a condition of complete procidentia. 
The whole body and cervix of the uterus, together with the 
vaginal vvalls^ were prolapsed about i^ or 4 inches beyond the 
valva. The mucous membrane of this mass was drv, hard, 
and wrinkled, and partly ulcerated on its posterior snrface. 
It waa somewhat difficult to reduce, and after reduction came 
down again very readily. The perineum was stretched and 
thinned. 

The patient was admitted into the Haiuaritan Hospital, and, 
on 14th February, I performed vcntrutixation. This retained 
the uterus in good position, but owing to the laxity of the 
vaginal walls I performed, on IGth March, anterior and 
posterior colporrhaphy, an operation of some difficulty on 
account of the dryness and toughness of the vaginal mucous 
membrane. The ultimate result was good, and the patient's 
condition at this date is very satisfactory, though she is again 
at laundry work^ and standing daily for about ten to twelve 
hours. 

Cases of prolaps^e in young girls arc rare, but rarer still are 
those of congenital origin. Neugebauer, of Warsaw, recorded 
one, seen hrst by Krause, in which prolapse of the uterus 
began after the infant had cried fur a time, and along with it 
there were complete inversion of the vagina, connnencing 
inver.'sion of the urethra, and a certain degree of anal ectropion. 
In this, as in other cases reported — as that by Ballantyne — 
there was concomitant spina biiida of the lumbar or spinal 
region, and therefore it may be assumed that the prolapse 
resulted from some disturbance of the innervation of the 
organs and tissues on account of, and as a result of, the spina 
bifida. 

All cases of congenital prolapse have ended fatally, not from 
the prolapse but from the spina bifida, the death occurring 
from gradually inerea^sing weakness^ diarrhoea, and convulsions. 
The question has arisen as to whether prolapse in young girla 
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ia not of a iiervouts origin, the predisposing cause bein^^ found 
in a congcinital paretic relaxation oi' the muscles of the 
perineiiui and vulva. In niy patient it is certain that nu 
spina hitida existed at birth, and there is now no spina bifida 
occulta. We are therefore driven to the conclusion that the 
chief cause of the prolapse was increased abdominal pres^iure, 
due to the heavy weights 1 if ted and carried and the long hour;^ 
of standing every day for so many years, I am bound to 
admit also that the girl confesses to having been a confirmed 
wearer of tight corsets, and when I saw her a few days ago 
her waist was luost unnierci fully drawn in. Severe constipa* 
tion, from which she habitually sutfe red, may also have played 
a part as an etiological factor But it is quite possible that 
there may be in some instances of prolapse in virgins a lesion 
of the spinal conl, which has led to developmental disturbances 
in the pelvis, and in others, without any actual lesion, a lack 
of tonicity in the pelvic Hoor, which is unable to bear any 
exafi^geration of the intra-abdominal pressure. 

Surely it is siniul to permit young girls at the most critical 
period of their olives — between the ages of 13 and 16 — to 
engage in exhausting work for froni twelve to sixteen hours 
daily, in continually lifting and carrying weights beyond their 
strength. A Shop Hours Bill is required in order to prevent 
such slavery, which can only lead to interference with normal 
development and to physical unfitness. I have seen records 
of two cases similar to mine. One girl was 17, who was 
engaged in hard work for two and a half years, her daily 
hours bein;^ from 7 A,M. till 11 P.M. Her prolapse be (^^an when 
she was 14, and was suddenly aggravated about two years 
afterwards by her lifting a load of coals. In the other case 
the girl was Ki years of age, and had been engaged from 
an early age at domestic service. In neither was there 
mentioned any previous history of spina bifida. 

It must be noted that certain cases of prolapse in virgins 
are in reality examples of hypertrophy of the cervix. Of this 
condition there are two varieties, one in which the cervix 
hypertrophies in its vaginal portion, and, the attachments of 
the vagina to the uterus not being interfered with, there is no 
descent of the uterus, and it and the vagina maintain their 
normal relations to the pelvis. In the second variety, the 
cervix hypertixtphies in the supravaginal portion, the vaginal 
walls become pushed down, and, while for a considerable timt; 
there may be no descent of the uterus, yet it finally occurs, on 
account of the enlarged cervix dragging upon it This form 
uf prolapse is therefore secontlary to the hypertrophy of the 
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cervix, and i« not uf the same cliaracti^i' iif* that exi^iuplitied 
I by the case which I have recorded, in which tlie cervix had 

undergone no hypertrophy. It is a more common condition, 

and the diagnonii^ h readily made. The cervix projects beyond 
1 the vulvar cleft, measures from t^ to 4 inche.s, and the fundus 
I descends only when the erect posture h assumed. In the true 
I prolapse there is a distinct herniation of the entire pelvic 
i floor, the uterus hanging down between the protruded vaginal 
I walla, 
I. The question of treatment cannot be considered apart from 

that of prolapse at all a^^cs and in every variety. It is evident 
I that the treatment of prolapse would he comparatively easy 
j were it not for the necessity of niaintaining patent canals. 
\ As it is, it is perfectly impossible to guarantee absolute cure 
I in any case except those of elderly women past the menopause, 
I in whom hysterectomy and vaginal resection can be performed. 

P' E^tilU though the various operations for prolapse, with this 
exception which is applicable only to a very small number of 
cases, are not always perfect in their ultimate results, yet 
much can be done to give relief for lengthened periods of 
time. In the young nullipara, in whom the so-called prolap.-se 
is really an example of cervical hypertrophy, amputation of 
the cervix and ligation of the uterine arteries can be performed 
with good results. In the cases of true descent without 
cervical hypertrophy a combined operation is required. The 
natural ligaments must be shortened and tightened, or artificial 
ligaments must be formed, while at the same tmie the gaping 
vagina must be reduced in size. It is evident, as I have 
learned, that neither a suspension nor a colporrhaphy can 
produce so satisfactory a result as these operations combined. 
The vaginal canal has become so overdistended, and its walls 
so relaxed, that it is imperative that it should be narrowed, 
and in similar cases this must be done. There has been no 
tearing asunder of muscles, ligaments, and fascise, as in ordinary 
prolapse eases, and though they have been stretched and have 
lost tonicity, yet it may be expected that in time they will in 
large measure regain their more normal condition after the 
removal of the prolapse. The displaced uterus must be retained 
at a higher level, and of the various operations proposed and 
performed for such a purpose only three need be mentioned — 
vaginal fixation, shortening of the round ligaments, and 
ventrofixation. There is no difficulty in performing the first, 
but it has fallen into disuse, the second is both dangerous and 
difficult, and the third is not dangerous and leads in most 
cases to permanent relief. I nuw, therefore, always perform 
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ventrotixation, and ha%e never tseeu any bad rosulta eiditr 
immediately after the operation or later on. 

Pregnancy in at least one of my cases has occurred, and no 
inconvenience was experienced while the patient was pregnant, 
and the confinement was normal in every respecL In the two 
cases of prolapse in virgins which I have seen recorded, ventro- 
fixation was performed, and the results are stated to have 
been satisfactory. 

Dr. Munro Kerr asked how the operation was done. 

Di\ Rib 'hie described a case occurring in a virgin after 
liftin^f a heavy weight There was no hypertrophy of the 
cervix or uterus. A small ring pessary gave reliuf. 

lh\ Duff mentioned a case in which vent rod xatiun wajs 
performccl without narrowing of the vagina. The prolapse 
recurred. 

Dt\ Hasmll mentioned a ca^c in which there was some 
spinal deformity. 

Dr. Lind^ai/ thou^^ht that too much stress was laid on the 
lifting of weightSj and that probably some nervous clement or 
a defective development of the connective tissue of the pelvis 
was present 

The President was of opinion that moat cases start with a 
retroversion, which is induced by long standing, infrequent 
emptying of the bladder, and constipation. 



IIL— CASE OF EXTRA-UTERINE PBEGNANCY AT FULL TERM. 
Hy Dm. J. M. Munko Kerk, 

Mrs, BrS., <et. 36 » ii-para, was admitted to the Glasgow 
Maternity Hospital on 25th August, 1904. No examination 
was made on the day of admission ; pul.'^e, 116; temperature, 
lOl'S"" F. The patient gave the following details of her case : — 

She is married and twelve years ago bore a son, the labour 
being normal. From that time to the onset of her present 
illness she has menstruated regularly every lunar months the 
How lasting three days. In November last (1903) the patient 
missed her usual period and regarded herself as pregnant. 
The usual time of her expected menstruation in December also 
pasHed without any discharge, but in the tirst week of January, 
1904, she noticed a flow of blood, lasting one day. About 
this time she became aware of a swelling in the louder part 
of her abdomen. This swelling continued to grow, and in 
February was couiplicated by swelling of both lower limbs, 



In March the patient became conscious of what she took for 
ftt^tal movements. In this month also she observed a green- 
coloured discharg# from her vagina. This wa.s fairly copious, 
and was followed by a discharge of blood (of small amount), 
which has lasted ever since. About the middle of June the 
patient felt very active movements within her abdomen. 
These were enough to keep her awake one night, and 
on the next day ceased altogether and have never been 
experienced since. Her breasts, which h^td been tense, softened 
soon after, and the swellings of her legs disappeared. From 
that time the patient claims to have noticed a diminution in 
the size of her abdomen. About a week ago the patient 
consulted a doctor, who examined her under chloroform and 
attempted to pass a sound. From that time the patient hanS 
had high temperatures. Later, Dr. Monro Kerr was consulted, 
and ordered the removal of the patient to the Maternity 
Hospital 

On 26th August, at 3 vm*, the patient was examined, and 
the following facts made out:— 

The patient is anaemic and somewhat emaciated. Her 
temperature is 102'' F., and her pulse is rapid (120), soft, and 
somewhat irregular. The respiratory murmur is pure. The 
right Hide of the heart (ventricle) is slightly dilated. The 
abdomen generally is swollen, fairly tense, and is tender, 
especial!}' in the right Hank, 

In the abdomen is a tumour which has the following 
characters i^ — 

The tumour, which measure^s 10 inches transversely, and 
also vertically from the symphysis pubis, is bilobate, the 
bulkier lobe to the left The larger lobe is tense, the smaller 
presents a doughy consistence. In the larger part can be 
made out a frrtal head, ^ inches above the symphysis, and 
to the left and above this fri^tal members. The whole fcutus is 
fixed and cannot he. made to ballot, but the fu^tal skull when 
depressed gives a crackling sensation. The tumour is dull to 
percussion at the sides but tympanitic in front with the patient 
on her back. The dulness can be varied by changing the 
position of the patient, 

}W irtf/lnam, the cervix uteri is in the middle line, but is 
• ileviated to the ricjht and slightly forward. The cervix is 
small and rigid. The external os is patulous and points 
somewhat to the left. The internal os is rigid and closed. 
Within the arbor vitw is a distinct false passage at right 
angles to the axis of the cervix. The tumour is palpable 
in all parts of the vaginal vault, and especially in front. 
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TiioveR freely in the vertical direction carrying with it tlie 
cervix uteri. The lAternl movenient is somewhat less free. 
To the right the right round ligament can.be palpated about 
2 inches from beyond the oh internunj. The diagno^sis of 
ectopic gestation is made. Tow^ards the end of the examination 
the tumour seemed less tense and the ahdominal pain increased, 
while free Haid could be made out in the peritoneal .^ac. 
Rupture of the sac was recognised and operation prepared for. 

At 8 P.M. Dr. Munro Kerr perfonwed a laparotomy. 

When the abdomen was opened it was found to contain a 
considerable amount of dark, blood-stained, badly smelling 
Huid. There were flakes of lymph over the bowels, which at 
places were slightly adherent hy this nieans. 

A larc^e extra-uterine gestation .sac which, in its posterior 
aspect, had ruptured, was found in the situation of the left 
broad ligament. In front there was a broad thick hiyer of 
tissue, either the broad ligament or a much hypertrophied 
anterior section of iU Under this tumour and to the right 
was found the uterus. The sac contained a well developed 
ffFtuSj which, how^ever, w^as macerated. The sac was removed. 
Its site was packed with iodoform gauze. Two holes were 
made in the tlanks and rubber drainage-tubes inserted, and 
the abdomen flushed and stitched up. 

During the operation a pint and a half of saline solution 
was run into the left median basilic vein. 

J I jrj.w. ^Strychnine (gr. 3/,^) and digital in (gr« iV) given 
hypodermieally, 

i:^Tth AuifiiM. — From 12 till 2 A.M. the abdomen was irrigated 
through the drainage-tubes with 15 gallons of hot sterile 
saline solution. The patient much better, has no pain, and no 
tendency to vomit. 

fi'^iO a.m. — Patient collapsed. Strychnine^ digitalin, brandy^ 
j}er rertum, all used without effect 

The patient died at 6 a.m. 

The President said that he had never seen a case at full 
term. He njentioned a case near full term^ where the fcetus 
had been dead for a long time, and the sac was filled with 
foul fluid. He opened the sac without opening the general 
peritoneal cavity. In another case at near full term which 
had come under his notice, he found a cord but no placenta, 
A perforation of the bowel developed. Possibly the placenta 
had been attached to the bow^el, and, in sloughing aw^ay, had 
ulcerated through it. The difficulty in advanced cases was 
how* to deal with the placenta ; he had no fixed rules for this. 
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IV.~CASE OF RUPTURED TUHO-PERITONEAL riESTATlON AT T^ND 
OF THIIU) MONTH : LARGE PELYir H J^MAT^C*ELE. 

Br Ihu ti. Balfour Marshall. 

I bring this case hetnrc! the Society to*niglit as it presents 
some points of interest. 

In the first place, tubal gestations which continue to develop 
after primary rupture has occurred are uncommon compared 
to the number where we are called upon to deal with the case 
at the Btage of primary rupture or abortion, or where a tubal 
mole ha,s formed. The pregnant tube may rupture between 
the folds of the broad lin^anient, and the embryo continue to 
develop as a subperitoneo-pelvie gestation ; or, as in this case, 
rupture may occur on the peritoneal aspect, and the gestation 
continue as a tn bo-peritoneal or secondary abdominal. Still 
more rare are those which advance to full term, as in the case 
just brought before you by Dr, Mnnro Kerr, 

Secondly, the management of the placenta and placental 
site, when situated in the peritoneal cavity, gives some trouble, 
though not so much so as in ectopic pregnancies which have 
developed till after nndterm. 

Thirdly, the patient in this CJise had a persistently high 
temperature for nearly three weeks after operation, the cause 
of which is not very obvious to me, unless it were due to 
absorption from a sloughing sore over the sacrum, or a com- 
bination of this with the fever which frec|uently follows 
operations involving much disturbance to the pelvic peritoneum. 

Mrs. M*(i., aged 25, was admitted to the Glasgow Royal 
Infirmary on lOth August, 1905, complaining of pain in the 
right side and lower abdomen. The following history was 
obtaineil :— 

The patient had been married six years, and had one child 
five years ago, the labour bt^ing natural and easy. Since then 
til! her present illness she has enjoyed good health. Menstrua- 
tion has always been regular, of a four- weekly type, lasting 
five days, moderate in amount, and with little or no discomfort 
On 2(lth June the menses commejiced at the expected time, 
but on this occasion hreniorrhage was profuse and continued for 
nine days. This menorrhagia was accompanied by pain in the 
right iliac region, so severe as to confine her to bed for a week, 
after which time the pain gradually subsided, and she was 
able to go about again. 

Two weeks before admission to hospital, i**?*, about the end 
of July, she was again seized with sudden pain in the right 
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iliac region and across the lower abdomen. This pain, described 
as sharp and stabbing, continued till admission. Since the 
profuse flow six weeks previously there had been no further 
uterine haemorrhage. The patient further complained of 
increased frequency of and pain in passing urine. 

Eoeamination. — A tender, fixed, semi-cystic tumour mass 
fills the lower abdpmen. The upper border is 1 inch above 
the level of the anterior superior iliac spine on the right side, 
passes straight across the abdomen as far as the middle line, 
and then slopes down to the middle of Poupart's ligament on 
the left side. Just to the left of the middle line a hard body, 
of the shape and size of a slightly enlarged uterus, lies pressed 
against the anterior abdominal wall. 

Per vaginam, the cervix uteri is pushed close against the 
upper third of the symphysis pubis by a tender, fixed, semi- 
cystic mass, which bulges down the pouch of Douglas and 
extends to both sides of the pelvis, especially the right side, 
which it fills. 

Bimanually, the pelvic tumour mass is found to be absolutely 
fixed and ill-defined above. It has fluid contents, and pushes 
the whole corpus uteri forward and to the left, close against 
the anterior abdominal wall. 

Diagnosis. — Large haematocele from tubal rupture ^r 
abortion. 

Operation (14th August). — After .opening the abdomen, the 
small intestines were found matted together to form a roof 
over the blood sac. On separating these the sac was opened 
into, and seen to contain a large quantity of perfectly fluid 
blood, with entire absence of any clots. From the right side 
of the pelvis a perfect three months' old foetus was removed. 
It was attached by its cord to the region of the right tube. 
The case was evidently one of secondary abdominal or tubo- 
peritoneal pregnancy following on an early rupture of a 
right tubal gestation, as the placenta was attached to the 
posterior aspect of the broad ligament as far as the floor of 
the pelvis. 

After ligation of the ovarian artery the right annexa were 
removed and the placenta stripped oft* the broad ligament. 
The blood sac was then stripped off", with the exception of 
portions which were too densely adherent to intestine to 
completely remove. Mattress sutures were required to control 
a free and persistent oozing from the posterior aspect of the 
uterus. There was also considerable oozing from the placental 
site and the pouch of Douglas, to control which the pelvis 
was firmly packed with sterilised iodoform gauze brought out 







through an opening made into the posterior vaginal fornix. 
The abdominal incisiofi was closed. 

The patient suffered from severe shock, for which 2 pints of 
saline were transfused and strjchninG (gr, ^^) injected. Every 
two hours thereafter strychnine (gr. ^^^) was ^nven hypo- 
ilermicaily, as also frequent nutrient enemata. The patient ' 
rallied, but again showed signs of shock requiring another 
valine transfusion of 1 pint She had altogether one- third of 
a grain of strychnine in the first twenty four hours, showing 
what a large quantity of this drug can be used in cases of 
severe shock. The iodoform packing was removed in two 
days, 

I The patient ultimately made a good recovery, and returned 
home in four weeks after operation. 

For three weeks after operation the patient showed a high 
temperature, which was most marked during the whole of 
the second week, when it ranged between 102'' and 105" F, 
The pulse did not seem to he much influenced by this high 
temperature, as it was frequently lowest when the temperature 
was highest, or again, the pulse would remain steady through 
a variation of two and a half degrees of fever. On the 
eleventh, twelfth, thirteenth, and fourteenth days, when 105'' F. 
was reached on five occasions, tlie puLse-rates were 00, 10-t, 9U, 
9tl, and 104 respectively. On the sixteenth day the temperature 
began to fall, and by the twenty-second day reached normal 
I w^as, and still am, at a loss to account for such a continuous 
high temperature. 

The blood -count showed a certain amount of leucocytosis, 
hat no pus couM be discovered anywhere to account for it, 
either in the pelvis or abdominal wound. In spite of the high" 
temperature the patient felt comfortable. Although pale she 
did not look ill, and certainly had not the appearance of one 
snHering from sepsis. 

There was a slough over the sacrum caused by a bnrn from 
the hot water cushion on which she was laid after operation, 
but I do not consider that this could cause such a high range 
nf temperature even although the fall was coincident with 
the healing of the burn wound. I had a similar but more 
extensive sloughing of the skin on the back in a patient after 
hysterectomy for fibroids last May, but the temperature only 

ngerl lictween 99"o'^ and lOl-G' till the wounds healed. 

A continuous elevation of temperature due to absorption 

ot infrequently occurs for several days after abdojuinal 

operations, even after an easy ovariotomy, but the temperature 



in this case was much higher than one is accustomed to see 
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apart from pus formation in pelvis or abdominal wound. 
Perhaps in this case there was a combination of these two last 
causes. 

As regards the tubal pregnancy, primary rupture no doubt 
occurred on or about 26th June, the date of onset of pelvic 
pain and menorrhagia. The embryo would then be about 
seven weeks old. The tube would be already three weeks 
pregnant when the patient had a normal menstruation at the 
end of May, showing that attention is not drawn to a tubal 
gestation till haemorrhage takes place into or outside the tube. 
After the primary rupture, the foetus continued to develop, 
the placenta growing from the ruptured tube over the posterior 
aspect of the broad ligament. Secondary rupture of this 
tubo-peritoneal pregnancy occurred some six weeks later, 
with such a copious haemorrhage as to form a large 
haematocele. 

It is to be noted that there was no uterine haemorrhage 
associated with the secondary rupture. 

The President was of opinion that the high temperature 
was probably due to toxaemia the result of absorption from 
the sac. 



Meeting II. — 22nd November, 1905. 



The President, Dr. J. K. Kelly, in the Chair, 

I.— SPECIMENS. 
A. By Dr. Alice M'Laren. 

1. Cast of the uterus passed in a case of membranous 
dysmenorrhoea. 

B. By Dr. A. Louise M'Ilroy. 

1. Fibroid uterus removed by supravaginal hysterectomy. 

a By Dr. J. K. Kelly. 

1. Cancer of both Fallopian tubes. 

2. Myomatous uterus with a cyst of the ovary. 
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n. — DISCUSSION ON THE MECHANISM, DIAGNOSIS, AND MANAGE- 

PMENT OF PERSISTENT OCCIPITO-POSTERIOE POSITIONS. 
I)7\ A. W, Russell opened the disctissioo by reading the 
following paper:— 

The raechanism of la>x>ur ha8 always attbrded fi-iiitful topics 
of diseussion, and rightly so, for it involves some very im- 
portant questions of diagnosin and treatment. This retuark 
may, perhaps, be said to apply with special force to tht; 
consideration of occi pi to- posterior positions in presentations 
of the vertex and notably to the class of cases which forms 
the subject of the present discussion, for at the present moment 
w^e find leading obstetricians expresmng opinions diametrically 
opposed to one another on sach a question, for instance, as 
the necessity for operative interference or the adviaabUity of 
rotation with the help of the forceps. The area 6i discussion 
is perhaps sufficiently limited and clearly defined by the words 
of the title selected, but I must state at this point w^hat I 
interpret as the meaning of the w- ord " persistent." I intend 
to classify as '* persistent oceipito-posterior presentations '" all 
presentations of the vertex in which the occiput is posterior 
from the start, or by a process of reversed internal rotation 
becomes posterior, iLs sometimes happens, and refuses to 
undergo the process of anterior rotation naturally and without 
interference by the time that it passes into the outlet I shall 
make no reference to the persistent occi pi to-posterior position 
of the after-coming head. 

The number of Ciises in which the occiput is posterior at 
one stage or another of labour ha^s been variously stated, and 
it probably exceeda the number usually given. We may take 
it that at least 20, and probably as many as 30 per cent of 
all vertex preseiitatioiis are originally occipito- posterior. 
Reynolds in Norris's text-book gives a table showdng 21 per 
cent as the proportion of occipito-posterior positions noted at 
the time that the greatest diameter of the head w^aa in the 
brim. Clifton Edgar, whose text-book is one of the most 
jeceutly published, has given a similar proportion. Sir 
Halliday Grwmi in a paper published in 1861 Htated that out 
of 414 consecutive admissions into the Edinburgh Maternity 
Hospital 59 w^ere noted as occi pi to-posterior positions, or 14 
per cent. By far the greater number of these cases, however, 
ultimately complete their intiioial rotation into an anterior 
position and give rise to little more trouble than the ordinary 
occipito-aoterior positions of the vertex. Only a very small 
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proportion, estimated at 1 J to 4 per cent, persist as occipito- 
posterior after reaching the pelvic floor. Naegele has stated 
the proportion as 1 in 73 labours, or 1'37 per cent. Clifton 
Edgar collected statistics of 2,200 labours and found 89 cases, 
or slightly over 4 per cent, and in 79 of these, where the full 
details were given, 46 were primiparae and 33 multiparae. It 
is thus seen that it occurs almost equally in primiparae and in 
multiparas. Varnier on the other hand, in a table of 35 cases 
gives 8 as primiparae and 27 as multiparas. A tendency to 
recurrence in successive pregnancies has been noted. I was in 
hopes that I would find in the recent literature of the subject 
details of series of cases as to the ages of the mothers, the 
weight of the children, the internal measurements of the 
pelvis, the nature of previous injuries, &c., which might have 
thrown fresh light on the subject, but so far I have discovered 
little or nothing. A word may still be said in passing as to 
the etiology of such cases. The outstanding fact in relation 
to persistency of the posterior position is the incomplete 
flexion, or rather partial extension of the head, and among 
the factors concerned with the production of this . partial 
extension may be included the natural uterine obliquity ; 
disproportion in the size of the child, a large child causing 
extension at the brim, a small child in the cavity; special 
I'oominess, as well as general contraction or other deformity 
of the pelvis ; want of rigidity of the pelvic floor as a resulC 
of previous labours or considerable injury ; the coming of the 
second twin after dilatation by the first; obstruction to forward 
rotatipn by hand or foot in front ; hydrocephalus ; uterine or 
abdominal inertia. 

The "mechanism of persistent occipito-posterior or " face to 
pubes " positions. 

It is hardly necessary to remind ourselves in this Society 
that the favourable featui'es of the mechanism of labour in 
vertex presentations are the descent and engagement of the 
head in the pel-vie brim under the influence of uterine 
contractions, accompanied by an increase of the natural flexion 
of the head, so that the smallest diameter of the head, the 
sub-occipito-bregmatic, comes to lie in one of the oblique 
diameters of the inlet. Descent and flexion being maintained, 
rotation of the occiput forwards in the pelvic cavity proceeds 
as the result of the forces applied, together with the normal 
shape of the cavity, so that the occiput emerges from the birth 
canal in the middle line under the pubic symphysis. In the 



simple and more numerous cases of posterior positions, the 
bregtuato-cotyloids of Herman, the same mechanism is main- 
tained ) anterior rotation of the vtnrtex takes pl««e on reaching 
the pelvic floor or even in some eases before it, but, as the 
uterine contractions are often not so regular and strongs and 
the foetal head is not usually so well adapted to this position, 
and anterior rotation, to be complete, requires to be through 
three-eighths instead of one-eightli of a circle, labour is slower 
and inore exliaUiSting evtm in the more favourable cases. 

With this cursory description of the ordinary mechanism 
of the simpler forms of anterior and posterior presentations 
in our minds we have now to consider in what particulars 
the mechanism of the difficult or persistent occi pi to-posterior 
positions differs. Heference has already been made to the 
maladaptation of the fnetal head to the diameters of the brim 
in the occipito-posterior positions. The biparietal diameter 
of the fcetal head now lies in a diameter of the pelvis between 
the promontory and one of the ilio- pectineal eminences which 
is considerably^ smaller than the oblitjue diameters. The 
disproportion rnay only be slight and further descent may, by 
hitching the forehead slightly against the pubes, correct the 
commencing extension and so the hea3 will, after all, enter 
the cavity fairly well flexed, and labour w^ill terminate 
naturally. If this maladaptation or disproportion is con- 
'^liderable, however, there is less resistance against the descent 
of the forehead, extension proceeds, and we may even have a 
brow or a face presentation developed- Even wlien the Itead 
is insuftieiently flexed it is possible, but little more, for 
anterior rotation to take place, but the more usual result is 
[backward rotation of the occiput into the usacral concavity. 
In such cases the occiput and the sinciput have probably 
reached the pelvic floor almost siuiultaneously, if indeed the 
I sinciput has not been lirst. The most usual result then is 
Irotation backwards of the occiput owing to the proniiaence 
[and resistance of the ischial .spine. As rotation is Ijeing 
:>mpleted the pressure on the occiput is lessened and flexion 
I again takes place '^itli further advance of the occiput 
Natural delivery in sucii a, position implies an easy flt, strong 
uterine contractions, and extreme flexion, w ilh considerable and 
characteristic moulding ; *but, under eveu the most favourable 
circumstances, it hivolves vastly gi^ater* risks to the life of 
tlic child and considerable injury to the maternal parts, such 
as deep laceration of the vagina, complete laceration of the 
perineum, besides the probability of injury to the uterus itself 
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from overstretching and thinning out of the lower uterine 
segment. It is well to contrast somewhat more in detail 
the mechanism of the simple and these difficult cases. 
In an occipito-anterior presentation the occiput has only 
to travel about 2 inches corresponding to the symphysis pubis 
and it is beginning almost to emerge from the outlet before 
the shoulders get engaged in the brim. The occiput in the 
simple rotating occipito-posterior cases has only a somewhat 
longer spiral of rotation to undertake and it again becomes 
anterior an J the face in due course sweeps the perineum. The 
case is very different when we have a really difficult, not to 
say, persistent occipito-posterior position to deal with. If the 
occiput rotates completely backward it has almost 5 inches of 
a sacral curve to traverse first of all, and then a further curve 
of about 5 inches of the stretched perineum, before it emerges 
and allows the face to appear from behind the pubic symphysis. 
This necessarily involves not only the engagement of the 
shoulders and the rest of the trunk at the brim, but their 
further descent well into the pelvis, and their liability to im- 
paction. Thus, in an extreme case we may have a crowding 
of parts at the outlet so that we have to add the dorso-sternal 
diameter of the trunk (3f inches) to the fronto-mental diameter 
of the head (3^ inches), making a diameter of 7 inches to pass 
the outlet. It is small wonder then that a very extensive and 
<5omplete perineal laceration is the result of such a delivery. 
A serious complication of the mechanism may be noted in 
passing. Internal rotation may not be completed and we then 
get a deep transverse position of the head with impaction. 

Before leaving the subject of mechanism, it is desirable to 
refer to a particular lesion of the vagina to which Sir Halliday 
Croom drew special attention in an interesting paper published 
in 1881. It is a deep-seated laceration of the vagina at the 
level of the ischial spine, and it is, as might be expected, usually 
on the right side. It is apt to leave a discharging sinus which 
might give rise to trouble, apart from the immediate risk of 
sepsis through such a lesion. It occurs so frequently in this 
avssociation that it should always be looked for. 

Diagnosis, 

The irregular ineffective pains of a prolonged first stage with 
probably premature rupture of the membranes will suggest in 
most practitioners' minds the diagnosis of an occipito-posterior 
position of the presenting vertex. A patient suffering little 
from such pains is not likely to send for the practitioner till 
labour has proceeded for some time, and it is of the utmost 



conseciueiice that a diagnosis should be made early. The 
careful practitioner who has visited his patient and examined 
her before Jabour has begun, will have already made his 
diagnosis and warned his patient. In abdominal palpation 
he has missed the usual smooth continuous convexity of the 
fretal back and has felt instead the smaller projections indicat- 
ing the limbs, while the tVetal heart has been heard in its 
greatest intensity well out to the side between the ribs and the 
iliac crest. The head being felt at the brim, he concludes that 
he has to deal with an occipi to- posterior position, and this is 
confirmed by vaginal examination when he feels the head 
through the vaginal fornix or, if the os uteri is patulous, he 
finds the posterior fontauelJe and the sagittal suture running 
forwards from it in one of the oblique diameters. 

The retinemeiits of diagnosis are only beginning, however, 
and it has now to be determined whether tliere is any degree 
of extension, as is indicated by tlie relative position of the two 
^fontanelles with reference to the outlet. Under any circum- 
' stances, the simple diagnosis of an occipi to -posterior position 
has become an indication for preliminary or proplijdactic 
treatment, for which the practitioner will prohiibly at once 
give directions. If labour has just beguji it will be his duty 
to ascertain as precisely as possible the position of the head 
and the amount of flexion ns indicated by the ease or otherwise 
with wliicfi he can reach the bregma or anterior fontanelle. 
He will, of course, by this time also have estimated in the 
usual way the pelvic diameters and ascertained any marked 
lack of proportion between the fcetal head and the birth canal, 
e.g., contracted or otherwise deformed pelvis, enlargement of 
the fuetal head, simple or hydrocephalic, &c. He will have to 
judge of the dilatability of the maternal passages, the eflect 
of tlie prolongation of labour on the mother a.'ij indicated by 
pulse, temperature, sense of fatigue, strength of pains, <fec., and 
the result to the cliild of the prolonged and undue compression, 
artecting the brain or the placental circulation, and recognised 
by the rate and regularity of the foetal pulse. Perhaps there 
is no class of cases tliat is a greater X^nt of the judgment than 
this, when the practitioner has to decide as to the necessity 
for operative interference. 

Treatment 

In turning to the treatment of occipi to-posterior positions, 
I cannot do better than begin by f[Uoting from an article by 
Reynolds. 

" In reviewing the mechanism of posterior positions it is at 
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once apparent that the whole key to the situation is to be 
found in the degree of flexion presented — that the better the 
flexion the more certain and the more rapid is the execution 
of the normal and most favourable mechanism. It is an 
established fact in practice that in the comparatively few 
casofs in which good flexion is established at the start and 
maintained to the end, posterior labour is hardly less favour- 
able than anterior ; and that the degree of diflSculty increases 
as the degree and persistence of flexion decrease, until we 
reach the fact that when flexion is lost and is not promptly 
restored by art, posterior positions invariably yield long, 
difficult, and exhausting labours for the mother, and a large 
proportion of stillbirths among the children. It may safely 
be said that there is no variety of labour in which easily- 
avoided ill results are so commonly incuired as in posterior 
positions of the vertex ; and there is certainly no subject in 
obstetrics that better deserves the attention of the student 
than the means of detecting extension, and of preserving or 
re-establishing flexion in these cases." 

An important part of the treatment is prophylaxis, the pre- 
vention of the more serious complications by timely precautions. 
Little is to be expected from mere mechanical manipulations 
before labour has set in, but postural treatment should certainly 
be instituted, even for a week or two before labour, if the 
condition is discovered. Daily, or twice daily, the patient 
, should assume the knee-chest or knee-elbow position for a 
few minutes at a time ; afterwards reclining for some time on 
the side to which the occiput is directed. 

In considering the proper treatment to pursue when labour 
has begun, regard has to be paid to the prognosis of diflScult 
and persistent occipito-posterior cases, and in the past this has 
not been sufficiently emphasised. On the part of the mother, 
and she undoubtedly is the most important of the two lives 
concerned, we have to consider the effect of the great pro- 
longation of labour without help on our part, with the con- 
sequent exhaustion and increased liability to septic and other 
complications. Pressure necroses with resulting sloughs, and 
severe and extensive lacerations of the pelvic floor, are inevit- 
able, and some of these are very readily overlooked at the 
time, e.g., the deep ischial laceration of the vagina alr.eady 
noted as described by Halliday Groom. On the side of the 
child it has to be remembered that the mortality is about 
10 per cent, and that there is special danger of -compression of 
the head or cord, or interruption of the placental circulation, 
or even separation of the placenta. The outstanding feature 
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of prophylactic as well as other treatment of this condition iB 
the maintenance or roatoration of flexion of the foetal head, 
and thifi applies to all the different clasHes of cases. 

At this point, while willing to ^ive due weight to the 
opinions of those ohstetriciaiis who liave opposed operative 
help save as a last resort, I wish to ernph^isise strongly the 
desirability of skiving tha mother, if need be even at the 
expense of the chikl's life, frcim those serioiis laeerations 
which so often aeeonipany delivery in these eases: and this 
can be done by the timely but also intelligent use of the 
forceps before the tissues are so mauled and the mother is so 
worn out as to incur the risk of complications that would not 
otherwise arise in connection with the right use of the forceps, 
If there is little hope of saving the child, the risk to the mother 
shoukl be lesHenetl iiy perforation, SymphysBotomy may even 
be advisable, and it has more tlian once been resorted to, but 
I should hesitate very seriously before adding this com- 
plication in such a case. The last sympliyseotomy that I did 
was eoniplieated by a persistent occipi to-posterior position and 
a child weighing alx^ut 9f lb., and though the child was born 
alive and is thriving, the mother is left with a rupture of 
bladder and urethra, the proper repair of which has still to be 
facerh The anxiety of a periueal repair is not to be compared 
w*ith such a complication, |j 

It will keep me clearer in further considering treatment , 

if I follow the divisions recommended by several writers 
according as the vertex is still above the brim — high cases; or | 

is fully engaged in the brim and in the cavity but has not 
reached the pelvic Hooi' — medium cases; or is already pressing 
on the pelvic floor and distending the perineum — low^ cases. *i 

It is now that skill in accurate diagnasis and judgment tell, 
and it is the practitioner's duty to weigii carefully the whole | 

merits of tlie case, estimating as precisely as pOwSsible the t 

various meaxsureuients, the size of tJie child and its relation to J 

the size of the pelvis, the mother s and the child's vitality as 
already noted unttor diagnosis, f 

1< When the vertex is still above tlie brim and signs are ' 

itherwise favourable, it is certainly best to wait, directing 
tural treatment in the meantime, and perhaps mani- 
pulations to etfect rotation in the hope of securing engage- 
ment, as described by Herman, should iHi tried. Failing this, 
we may go on to perform podalic version, but the increased 
danger to the child must be remembered, and also the risk to 
tlie mother if the low^er uterine segment is already thinned 
out. Personally I w^ould in such cases apply the forceps so as 
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to bring the head into the cavity, even aiding rotation in this 
way. The patient will, of course, be deeply anaesthetised by 
an assistant, and all preparations must be made for an aseptic 
technique. With the hand in the uterus rotate the occiput 
forwards, aiding this by abdominal manipulation of the 
anterior shoulder and even pressure at the fundus to assist in 
flexion. Apply the forceps. The forceps may be removed 
later on, and natural delivery encouraged, or it may be re- 
applied. 

2. When the head is in the cavity and persistently occipito- 
posterior, the amount of extension should be found out and 
flexion encouraged by pressure with the fingers on the fore- 
head. A single blade of the forceps may be used to help to 
bring down the occiput, or better still, the vectis, if it is 
available; but the additional utility of this proceeding is 
doubtful. If rotation fails and delivery must now be com- 
pleted, the forceps must be used, preceded, of course, by 
perforation if the mother's condition is the only thing that 
needs to be regarded. As it is at this stage that danger arises 
specially in the use of the forceps, I may here say what I have 
to say on the use of the forceps in such cases. An aseptic 
technique is presumed. The patient is otherwise properly 
prepared in every detail by disinfection of the genitals, douche 
if necessary, catheterisation and enema, and the cervix must 
be either fully dilated or quite dilatable. She should be 
placed on a table. The diagnosis should now be confirmed 
after the anaesthetic has been given and the exact position of 
the head carefully ascertained. Encourage flexion at every 
opportunity. If the head is still only in the brim a pelvic 
application of the forceps with an oblique hold of the head 
may be all that can be accomplished, but lower down in the 
cavity a cephalic application should be aimed at. Practise 
traction intermittently and in exerting force begin gently and 
gradually get stronger in imitation of the uterine pains. The 
long straight forceps may be preferred by some in such cavses, 
or, better still, the special forceps designed by Milne Murray 
may be used, but few in ordinary practice will be willing to 
burden themselves with an extra forceps, and it is fortunate 
that a more careful and intelligent use of the ordinary axis 
traction forceps is sufficient to avoid the risks attributed to it. 
In this connection I may with benefit summarise the directions 
of Brodhead given in a paper published three or four years 
ago. He says that the curved forceps becomes in effect straight 
by carrying the handles towards the thigh of the patient to 
which the concavity of the pelvic curve looks. Two fingers 



of one liand are kept on the vertex and the sagittal .suture to 
note if the head is turning. Grasp the forceps and hold the 
bkdes firmly against tlie sides of the head and rotate in a 
uterine contraction from posterior to transverse, at the same 
time carrying the handles doM-n wards and backwards till the 
concavity of the pelvic curve faces the lateral wall Hold the 
head in this position for several contractions and relaxations. 
The body will usually adapt itself. Then rotate to right 
occipito-anterior or left occi pi to-anterior, at the same time 
carrying the handles further downwards and backwards, so 
keeping the tips of the blades in the middle of the pelvis and 
away from the vaginal walls. Hold the hand in this position 
for a little to let the body adapt itself. It is absolutely 
necessary here, if anywhere, to avoid the blind mechanical 
use of the forceps. It must become a direct extension of the 
operator's hands and be, as it were, in immediate communica- 
tion with his brain. As the hea<l changes its relations to the 
pelvis the forceps will probably have to be changed more tlian 
once, and may even have to be reversed at one stage of tlie de- 
livery. It is necessary to emphasise the proper application of 
the forceps in relation to the itftal head, the so-called cephalic 
application, and this involves the previous exact diagnosis of 
the position of the head. Probably in such cases there is less 
injury to maternal structures if n solid-bladed forceps is used, 
but, even in this respect, special watchfulness and readaptation 
of an ordinary good axis traction forceps to changing condi- 
tions will be equally successful. It is tiuite certain that the 
happiest results have followed the use of the forceps in such 
cases when the precautions I have described have been 
observed, aud cases must be remembered where a timely inter- 
ference ill what seenied to be far from hopeful circumstances 
has been followed by a surprisingly rapid completion of the 
labour. Rotation, if practis*^d at this stage, must be encouraged 
rather than forced. 

3. If the head is well down on the pelvic floor and even 
present iug at the outlet and the position remains pei"sistently 
occipito-pasteriorj there is little likelihood of the labour 
completing itself naturally. The extra force expended in the 
pre%aous stages leav^js the patient exhausted, and the undue 
delay in further progress carrier its perils both to mother and 
to child. In a multipara with relaxed outlet delivery by the 
forceps in the oeeipito-posterior position may be etfeeted, but 
in most cases it will be found to be neceasary and to be better 
practice to apply the forceps accurately to the sides of the 
foetal head and encourage gradual rotation, while pulling 
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intermiUeiifcly and always maintiiining the rotation previously 
accomplished in the manner described by Bi"odhead and already 
noted in this paper. 

As this ia an introduction to a discuKsion, I have avoided 
the t|Uotation and description of illustrative cases, and it hm 
been my object to demonstrate tlie importance of a clear under- 
standing of the uieclianism of lal>our in occipi to-posterior 
positions, of an accurate knowledge and practice of the various 
means of diagnasis, and of the avoidance of undue delay in the 
treatment of such cases by a judicious and intelligent use of 
the forceps. 

Dr. 8. Sloan said — There is no need to dwell on the ordinary 
mechanism of occi pi to- poster! or cases, except to say that 
rotation takes place because Hexion, which precedes it, brings 
the occiput tirst to the floor of the pelvis, and, there being 
more room in front, as well as a slope forivard of the pelvic 
wall at this part of the cavity, the occiput, by the force of the 
pains, glides forwards, that is, in a direction w^hich is the 
resultant of the tw^o forces. Owing to the comparative free- 
dom of the sinciput during flexion there is no opposition to 
this movement on its part. What perversion of this natural 
mechanism is it which prevents the normal rotation ? This 
normal mechanism assumes a driving force, and the result will 
of course be, in part, proportional to this force. Thus diminished 
uterine action will cause perversion of this natural mechanism 
to the extent of delay. It also assumes an opposing force, and 
in this instance the opposing force is the resistance of the 
pelvic wall at or near its junction with the floor of the pelvis, 
and the absence or the comparative diminution of the resisting 
force of the opposite pelvic wall on the sinciput. Absence, 
therefore, or a diminution of flexion will delay or prevent 
this forward nioveujent of the occiput The mechanism, 
therefore, of persistent occipito-posterior positions is the result 
of diminished flexion and diminished descent of the head. 
The question then is, what will give rise to these departures 
from the normal ? In the first place, diminished uterine force 
will delay both. In the second plact^, certain forms of pelvis 
will favour one movement, whilst diflerent forms of pelvis will 
favour the other, and only the normal pelvis— which, let us 
for the time being admit, may permit of an occipito-posterior 
position to begin with — wdll favour both movements. The 
generally contracted pelvis favours Hexion because there is no 
room for an extended head, whilst a somewhat flattened pelvis 
will favour extension, not simply because there is sumcient 
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room in the oblique diameter of the pelvis to permit of this, 
but also because, the posterior pubic angle beinoj broailer in 
this kind of pelvis, the sinciput is at more liberty to descend, 

Kotatton, however, though primarily dependent on the 
flexion, is not necessarily in proportion to it, for whilst in a 
generaUy contracted but otherwise normal pelvis flexion is 
sufficient, there may yet be a difficulty in the rotation due to 
the sacro'sciatic ligaments being more nearly parallel, that is, 
less diverc^^ent, in the generally contracted pelvis, or in one 
approaching the male type, and therefore narrower. 

These ligaments are, in a normal female pelvis, decidedly 
divergent, and therefore permit readily the gliding forward 
movement of the occiput, which movement probably, as a rule, 
does not take place till the occiput has reached the edge of 
these ligaments. Moreover, the narrower the outlet the less 
readily will the occiput rotate forward, since there may be 
less resii^tance to its movement in the hollow of the sacrum. 
The case may then end naturally as an occipi to -posterior one, 
probably necessitating considerable moulding of the head. 
In such a pelvis, however, even in one of a shape to make 
anterior rotation practically impossible, the head may be still 
able to rotate during the expansion of the vulva and perineum. 
I apprehend, therefore, that rotation may take place above the 
brim, or between the level of the sacro-sciata ligaments and 
the vulvar outlet, but at no other part of the parturient canal. 
This, as wmII be obvious, has a bearing on the question of 
management. The only reujark necessary to make regarding 
the difterence in the mechanism of the two oecipi to -posterior 
positions is that the pressure of even the empty rectum will 
in some degree prevent the easy descent of the occiput, 

Z>ia^7iosm— Presuming that from the position of the two 
fontanelles with relation to each other, or of one of them with 
relation to the pelvis if both cannot be felt, the case is obviously 
an occipi to- poster! or one, the cjuestion of the diagnosis of 
persistent occipi to -posterior position resolves itself into the 
more or less likelihood of a forward rotation of the occiput 
and of what is causing tlie persistence, if this condition is 
assumed to exist. 

What is persistence with relation to occipito- posterior 
positions ? First, there is the time element If the pains are 
strong, and the progress not proportional to the pains in an 
occipi to -posterior case, we are safe to a,Hsume that the delay is 
at least in part due to the unfavourable position of the occiput. 
Next, we have to determine what is the likelihood of a tinal 
anterior rotation without undue delay. The degree of flexion 



A 



and the degree of descent, combined with the quality of the 
pain.s and the rate of the progress, will be the criteria by 
which we may deteriiiine the diagnosis. Failing any one of 
these, the prospect is to that degree unfavourable with the 
unaided efforts of nature. If a partial rotation only has taken 
place, the head rcuhaining for some time in a transverse 
position, the prospect is still less favourable. Again, the 
constitutional condition of the woman must be considered, for 
diagnosis may be said to include prognosis in this case. If in 
an occix>ito-pOBterior ctise there are evidences of exhaustion, 
these will necessarily intensify the persistence. 

Management, — There may be persistence, yet no manage- 
ment may be required, the rotation taking place by natural 
means just before the termination of the labour, or the case 
may end naturally and fairly easily as an occi pi to- posterior 
one. The persistence may, however, have become pathological, 
and then the question of managemeot arises, 

A great deal has been said in advocacy of manual interference 
per vaginmn, and much credit has been taken for the success 
of this means. Excepting, however, by aiding Hexion, I am 
one of those who believe that the fingers in the vagina can 
alone do no good, whilst frequent applications may do much 
harm. We shall see, however, that bimanual interference, 
but at the proper time only, may, in my opinion, do much 
good. 

Since uterine inertia alone may prevent rotation, anything 
which may increase this may suffice. Amongst the many 
means whereby this may be done the forceps are the most 
certain, as well as the most potent; the kind of forceps to be 
employed with most success and least damage depending on 
the position of the head in the pelvic cavity. All, however, 
that should be aimed at must be descent of the head. No 
instrument, in my opinion, should be trusted to do more. 
Any attempt to imitate the mechanism of nature at the 
particular time by the forceps must fail, and do an amount of 
damage proportioned to the force used. The head must lie 
allowed to take its own course during traction. The forceps 
w^hich will meet the case best are those which will, under 
given circumstances, grasp the head in the most favourable 
position, and permit of traction in the axis of that part of the 
parturient canab If the head lies far up in the cavity, as a 
general rule the double curved axis-traction instruments will 
best meet the case at that stage. Low down in the cavity, 
however, the question is not one of elaborate traction apparatus, 
but of axis-traction, and the ordinary Simpson's forceps can 




do this easily in bands of ordinary skill. Moreover, in so far 
as the part of the instrument within the pelvic cavity is less 
balky, the safer and more efficient will that instrument be. 
Aa soon, however, as the head has reached that part of the 
pelvis in which rotation naturally takes place, a double curve 
to the instrument is not only unnecessary, but may prove a 
positive hindrance, possibly by preventing flexion. This 
danger will he directly proportional to the amount of the 
pelvic curve, though any curve at all is a certain source of 
added difficulty. As an illustration of this, a most interesting 
case which happened in my own practice may with profit be 
here briefly related. The case is published in detail in the 
Glof^gow Medical Joitrnal for May, 1879. 

This patient had an interesting obstetric history. There 
had been three previous labours, all forceps cases I was 
informed, and the only child born alive had been a small girl. 
The position of the head in the fourth confinement was right 
occipito- posterior, but the right parietal bone presented on 
account of the right hand of the fiietus being doubled up 
behind its right ear Labour was protracted, and manual 
attempts to flex the head were fruitless, Simpson's ordinary 
double-curved forceps were applied for lifty minutes, partial 
rotation only taking place, and no progress was made, the 
forceps apparently preventing complete rotation. Having no 
straight forceps at hand, I employed strong uterine pressure 
after removing the forceps, pulling with both hands on the 
fundus. In a very short time the head passed out in the 
second position, a large-sized boy being born alive and un- 
injured. The mother made an excellent recovery. 

This case naturally made a great impression on nje, and 
caused me to decide in the future to carry with me alw^ays a 
pair of ordinary straight forceps for use in occipito-posterior 
ca.ses. 

Some years after, two cases occurred in my practice in one 
week w^here in both the position was occipito-posterior, and in 
each ca.se the double-curve forceps similarly failed, and for the 
same reason ; all attempts at rotation or extraction proving 
futile. The straight forceps were then applied in each instanca, 
and a living child was at once extracted in both cases ; rotation 
taking place without any rotating eftbrts being made by me. 

Assuming^ then, that forceps which do not prevent rotation 
may, as a rule, suffice to bring the case to a normal conclusion, 
what is the best instrument for this particular purpose ? 

Some years ago anyone who ventured to hint that no 
obstretician should trust in every case to one pair of forceps 
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only, and who questioned the infallibility of the much lauded 
double-curved axis-traction forceps in every case and in any 
position of the head, was looked upon as either knowing 
nothing about the matter practically, or, if this could not be 
said of him, he was looked on as a man of peculiar views, 
whom those who " knew that they knew " all about the 
matter might tolerate in a kindly way as they would one who 
suffered from some mental aberration. One of the masters of 
this school was the late Dr. Milne Murray, whose early death 
was a cause of great grief to me as it must have been to many. 
Even he, however, came to admit that "the very virtue of the 
pelvic curve in relation to occipi to-anterior cases becomes a 
more or less manifest vice in relation to occipito-posterior 
cases, for the grasp of the head in the latter case will be as 
effective in undoing flexion as it was effective in the former 
case in increasing it." He therefore advised a modification of 
the curve, approximating the instrument to the ordinary 
straight forceps. So firm, however, was his belief in the 
absolute necessity of having axis-tractors applied to every 
variety of midwifery forceps, that he added them to this 
instrument also. 

It will be obvious that the nearer this instrument 
approaches the straight pattern, the more useful will it be, 
or rather the less harmful. Two of its faults, however, are its 
great weight — over 2 lb. — and the fact that it has traction 
rods added to it. For whatever may be said in favour of the 
advantages of axis-tractors in the high operation, there is 
much less need of them when the head is in the cavity, whilst 
that their presence may do no harm when the head is at the 
outlet is all that can be said in their favour under such 
circumstances. It is obvious, also, that in cases of special 
difiiculty, that is, when the head is in the transverse diameter 
of the pelvis, necessitating the application of the blades of the 
forceps in the antero-posterior diameter of the pelvis, the line 
of traction by the rods must be not backwards and downwards, 
as it ought to be and as it will be with the ordinary 
straight forceps, but in a line exactly at right angles to this. 
Professor Murdoch Cameron's forceps will be most suitable for 
such a case, especially if the head were high in the cavity, 
since it will grasp the head in the desired diameter and 
make the tractio^ in the desired direction. One cannot, 
however, carry all the various patterns of forceps in one's 
obstetric bag, though each variety might be of excellent service 
in special cases. 

Dr. Murray's objection to the ordinary straight forceps is 



PEESISTKNT OCCIPITO-POSTERIOR POSITIONS. 

that, though they favour flexion, yet they take their grip too 
far back on the head, and, therefore, are liable to sHp off. 
Should the forceps slip over the head, however, it would only 
show that the head was at the time too hijrh for the use of 
that particular instrument, or that a premature attempt on 
the part of the operator had been made to carry the handles 
forward. This accident, however, would prove the incapacity 
not of the instrumtjnt but of the operator. 

Again, if these forceps of l)n Murray's are used when the 
head is only moderately low^ down and in the oblique diameter 
of the pelvis, the tendency to slip back will be enormously 
increased by the use of the tractors. Unquestionably no one 
pattern of forceps can in a severely impacted occipito-posterior 
case serve the bent interests of mother and child throughout 
the case. The best instrumental treatment is to get the head 
by means of the double-curved forceps as low down as 
necessary for rotation, or as low down as to enable the straight 
forceps to take a proper grasp of the head, and then to apply 
the medium straight forceps in the transverse diameter of the 
head, and employ traction alone. If delivery is not then easily 
accomplished, uterine pressure, combined with bimanual rota- 
tion of the body and head of the child, will sometimes at that 
stage give immediate and most gratifying results. In difficult 
cases this may require the aid of a skilled assistant I am 
convinced, however, that the straight forceps wiil often succeed 
where all other measures have failed, and where craniotomy 
seems the only measure left 

I have little to say regarding absolute occi pi to -posterior 
persistence, except that flexion must be aided by the hand or 
by the forceps, and the soft parts allowed to dilate very slowly, 
I think, as a rule, the latter is best managed by keeping the 
forceps on during extraction. 

The question of the proper time for interfering in each 
individual case will depend on so many things that no great 
advantage would follow an attempt to formulate a series of 
propositions. I shall only say that the less the skill of the 
obfltetrician the less ready .should he be to interfere. I show 
you the straight forceps I use ; they are of medium length, 
and weigh only 14 oz. 

Dt, Stark considered that oceipi to-posterior positions of the 
head were much more frequent than was generally supposed. 
Many right posterior positions become right anterior during the 
second stage as rotation has occurred, and if the diagnosis is 
made only at the end of the second stage these cases would be 
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diagnosed as occipito-anterior, whereas they are really oceipito- 
posterior. 

The condition ought to be diagnosed during pregnancy, and 
if a careful examination — abdominal and vaginal — were made 
then, and it was ascertained that the position of the head was 
occipito-posterior, the accoucheur could try postural methods 
before labour began, or be prepared to make efforts to rectify 
the position after labour had started by manual, instrumental, 
or postural methods. A persistent posterior position of the 
head furnishes, in the majority of instances, the worst examples 
of vaginal and perineal lacerations, and ought to be rigorously 
prevented. 

Dr, Lindsay thought that the discussion might have been 
limited with advantage to uncomplicated cases — io the question 
what should be done when an occipito-posterior position of the 
fcBtal head is found in a parturient who is known to have 
had one or more normal labours. He agreed as to the need of 
early diagnosis of the complication. While regularly practising 
abdominal palpation and palpation of the cranial sutures, he 
could not, in many cases, rely on the results of these methods 
of examination with complete assurance. When, however, he 
found a certain peculiar formation of the lower uterine 
segment which he considered at least highly suggestive of 
an occipito-posterior position of the head, he passed his hand 
into the uterus to make sure. If a faulty position were 
found, an attempt could be made to rectify it by rotation of 
the head and shoulders. Should the malposition be resumed, 
as frequently happened, he completed the dilatation of the os 
and applied forceps. 

The risks of early delivery by forceps were, in his opinion, 
less than the risks attending a waiting policy. This was the 
procedure which he had come to adopt in unassisted general 
practice. 

Dr, Munro Kerr emphasised the importance of diagnosing 
the existence of an occipito-posterior presentation, and pointed 
out how the condition might be recognised in the different 
stages of labour. He indicated how, during pregnancy and 
early in labour, it could only be recognised by abdominal 
palpation ; how, when the os was sufficiently dilated, it could 
be appreciated by the ease with which the anterior fontanelle 
was felt ; and how, still later, it should be suspected when 
there was undue delay in a parturient whose pelvis was of 
normal dimensions. He pointed out, further, how even at a 
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later stage an opportunity might be given of recognising the 
malposition, for when forceps are applied to an occi pi to- 
posterior position, and attempts made at traction, the vaginal 
outlet gapes unduly posteriorly without the head coming down 
on the perineum, 

Dr. Kerr had nothing to say with regard to the etiology of 
the condition ; he had found it in all varieties of pelvis, and 
with all sizes of children. He had frequently seen the 
presentation exist for weeks hefore labour. 

In respect to treatment, l)r Kerr had found it undesirable 
to make early attempts at rectification. He had frequently, 
by abdominal manipulations and by postural treatment, 
attempted to correct the position, but had invariably failed. 
It was his practice now always to leave cases of occipito- 
posterior presentation severely alone, and only to operate 
when the second stage had been prolonged, and delivery 
became necessary in the interests of the mother and child. 

Dr. Caslie said — I have listened with interest to the paper 
read by Dr. Russell, and to the remarks made by the other 
speakers. As a rule, in country practice there are fewer 
opportunities than in hospital practice of examining ca.*3es 
before labour sets in, or, at least, before the head enters the 
cavity of the pelvis. 

The difficulty of diagnosing these cases by detecting the 
position of the fontanelles has been alluded to by one of the 
speakers, and my experience coincides with his regarding the 
situation of the presenting part of the vertex. 

Independent of the position of the fontanelles, there are 
three characteristics which may cause one to suspect occipito- 
posterior presentation, viz. : — 

1. The pains are often continuous, are usually referred to 
the front, and are more irritating and "cutting," perhaps 
owing to the pressure of the forehead on the pubis. 

2. The OS and presenting psi^rt are situated more to the 
front, and the former dilates more slowly, as th*.^ membranes 
do not usually protrude, 

3. When the forceps are applied and traction is made, the 
po.sterior wall of the vagina bulges so as almost to occlude the 
passage, and if the pressure is severe, long-continued venous 
oozing occurs from the surface. 

It is probable that in many coses rectification takes place 
naturally, but it has been my practice when such a presenta- 
tion was suspected, and no progress was made for two hours 
to complete the delivery with the forceps. In the case of a 
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multipara with a history of normal labours it seems doubtful 
to me if the attempt to promote rotation is justifiable. 

The late Dr, Barnes' opinion, with which I agree, is that 
one should in these cases be the minister of nature, and not 
attempt to rectif}" the position. 

In thirty *five cases of midwifery in which the child was 
born with face to the pubis of which I retain notes, seven were 
primiparaa and twenty-eight multiparas. All of the primiparee 
were delivered instrument ally, and all the children were 
living, one being moribund. Of the multiparse, seventeen 
were delivered naturally and eleven instrumentally. Of those 
delivered naturally all the children were alive, one of them 
weighing 14 !U 2 oz. Of those delivered by the forceps, all 
the children but one were alive, the dead child weighing 
111U4 0Z. 

The perinenm was sutured in two cases, both being primi- 
parati, the first in the case of a woman above 40 years of age 
w^ho had a convulsion. As the head rested on the perineum 
the laceration in the second case was caused hy the hysterical 
behaviour of the mother while the head was being extracted. 

It may be interesting to know that in none of the cases was 
chloroform administered, that the assistant was usually an 
uncertificated nurse, and the instruments employed w^ere 
Simpson's long straight forceps, which I have found suitable 
in all cases which I have been called to attend. 

In answer to the President, I have never required to 
perforate in occi pi to -pes tori or cases. 

The President said the hour was too late for him to enter 
into any discussion of the question. The only contribution he 
would make w^ould be merely to recall the fact that many 
years ago, in a paper read to the Society, he had related bis 
experiences with the long straight forceps, which in a series of 
8,000 cases of midwifery he had invariably used w^here forceps 
were needed in preference to forceps with a pelvic curve. In 
occipito-posterior cases especially the straight forceps had a 
marked superiority over the curved, even when axis-traction 
was added. The straight forceps itself was an axis-traction 
forceps. 

Dr. A, J, Wilson said — I think I am right in saying there 
is a greater risk of laceration of the perineum in occipito- 
posterior presentation, and that the so-called '' central tear " of 
the perineum is more liable to occur when the occiput is posterior. 
I was unfortunate enough to have a case lately — a persistent 




occipi to-posterior presentation in a yoang primipara — in which 
a severe laceration of the central variety took place. I applied 
the forceps in the ysual way (Neville's), and carried the 
handles well forwards to get the occiput delivered, but quite 
suddenly the perineum gave way just in front of the anus, 
and the head appeared through the laceration carrying the 
forceps with it, and I had hardly time to get the blades out of 
the w^ay before the child was delivered through ike laceration. 
The anterior and posterior boundaries of the perineum remained 
intact, and the laceration began in front of anus and ran 
obliquely forwards to the left side of the fourchette and fully 
2 inches beyond that point. The tear was carefully so tared, 
but the sutures had to be removed on account of sloughing. 
However, with rest in bed and frequent douching and bathing 
of the parts with a weak solution of perchloride, rapid healing 
took place. 

Possibly the laceration tnight have been prevented by an 
earlier application of the forceps. 

Di\ Rtmsell replied. 



Meeting III— 20^rH Decembek, 1905* 



The President, Dk. J. K. Kelly, in the Chair. 

I. — SPECIMENS. 
J, liY I)n. Balfciur Marhiialu 

Placenta and menlbranes from a case of uniovular twinsj 
showing velaoientous insertion by both cords. 

IL Hy Uri. J. K, IvELLr. 

1. Double pyosalpinx, showing complete fusion of tubes and 
ovaries. 

% An early stage of hydrosalpinx. 



0. Uy Dr. S, J. Cameron. 
Stereoscopic photograph of twin extra-uterine pregnancy. 
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II. — THREE CASES OF (SO-CALLED) DOUBLE UTERUS, WITH A 
TABLE OF ONE HUNDRED COLLECTED CASES. 

By Dr. G. Scott Macgregor. 

The condition usually, though erroneously, described as 
double uterus is less uncommon than has generally been 
supposed, and raises (questions, not only of scientific interest, 
but of practical importance. It affords, for example, the only 
reasonable explanation of super-foetation and of cases such as 
have occasionally been recorded in which a few hours after a 
curetting of the uterine cavity the patient aborts. 

I purpose in this communication to relate three cases of 
double uterus that have occurred under my own observation, 
and then to call attention to a series of one hundred cases that 
I have collected and tabulated, with the view of ascertaining 
whether there were any signs or symptoms sufficiently constant 
to aid in the diagnosis of the condition. And, lastly, I have 
appended a list of references to these cases that I trust may 
be useful to future workers. . 

It is unnecessary for me to go into the question of classifica- 
tion, especially as I agree with Ballantyne that "it is impossible 
clinically to separate cases of uterus didelphys from those of 
uterus bicornis." Nor need I stay to call attention to the fact 
that conditions which come under the head of abnormalities 
in the human female are natural to some of the lower 
mammalia. I will therefore proceed at once to the relation of 
my own three cases. 

The first case occurred so far back as 1889, while I was 
acting assistant to Sir Halliday Groom in the Edinburgh 
Royal Infirmary. I shall give it as I have it noted in my 
case-book. 

Mrs. D., a3t. 35 years, was sent into the Edinburgh Royal 
Infirmary on 18th January, 1889, by Dr. Cullen, St. Boswells. 
She complained of a swelling in the abdomen and constant 
bleeding. In September, 1888, she had a severe haemorrhage, 
for which she could assign no cause as she had been perfectly 
regular up to that time. For six weeks afterwards she was 
quite well. Another severe haemorrhage, however, followed. 
Dr. Cullen says that there was no evidence of an abortion. 
She now began to have irregular haemorrhages, on one occasion 
so severe as to necessitate plugging of the vagina, and for 
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the fourfceeii weeks precediug lier admission the patient had 
"never been dry.'* As the sound passed 5 inches and there 
was a distinct and increasing swelling, Dr. Cullen advised her 
removal to the inhrmary. She had always enjoyed good 
health. Menstruation began at 14 years, was of the 2 8 -day 
type, was nnacconipanied with pain, and lasted from three 
to four daya. She had had seven children (the youngest 
being 2 years of age), and one miscarriage, eight yeara ago, 
at the fifth month. Her labours Imd been normal. 

On vaginal examination the following points were made 
out :^ Vagina roomy; cervix fissured and adematoua; a fairly 
hard resistant tumour, continuous with the uterus and lying 
over to the right side, about the size of a four or five months' 
pregnancy, could be made out bimanualiy. Sound passed ] 

5t Jnchew. For the next few days this case was discussed in ^ 

all its bearings by several ineiiiberH of the start*, and it was 1 

ultimately agi'eed that operation w^is the proper coui'se. On \ 

the day previous to that fixed h)V the operation^ it (occurred to ] 

me to make one more attempt at a satisfactory diagnosis by ; 

making a thorough and exhaustive examination by auscultation 

.over the swelling, wdien I was at last fortunate enough to 
make out the faint beat of a fretal heart. My chief happened , 

[at that moment to come in. He, too, heard the ftetal heart- j 

beat, and in place of operating he sent the patient home next 
morning, the diagnosis being '' pregnancy in bicornuate uterus." ^ 

Tills was subsequently fully corroborated by Dr. Cullen at her ; 

confinement a few months later. 

The next case was that of a young unmarried girl, set 17^ 
who had never menstruated. On 24th March, 1897, I was *; 

asked to see this patient in consultation. She had been \ 

suffering from acute abdominal pain, so intense at times 
as to make her cry out. With the exception of a slight '' 

attack o£ rheumatism twelve years previously, she had always 
enjoyed good health. She had never menstruated, nor had ' 

there ever been any molimen, or sense of discomfort of any sort | 

at stated periods. On examination of the abdomen, a large ' 

tumour, sausage-shaped in form, could be palpated, lying in 
the abdomen inmiediately belo%v and to the left of the 
umbilicus, and a slightly smaller tumour, but of somewhat 
similar shape and intimately connected with the former, couid 
be felt passing to the right side. On examination per rectum^ 
a large, soft swelling wa.^ felt bulging the rectum inwards. 
The hymen was imperforate. I incised the hymen and drew 



4 





^*^ DOUBLE UTERUS (SO-CALLED). 

^''^^bout two pints of thick coftee-colourdd menstrual fluid, 
^ubseijuently, on examination per vaginam, a double-homed 
uterus was felt bimanually, the left horn somewhat larger 
than the right. 

The third and last ease was brought under my notice on 
16th May, 1905, by Dr. Paul Stewart, who asked me to 
examine a patient of his in whom he had diagnosed " uterus 
didelphys." The notes of the ease are iis follows : — 

Mrs. J., aet. 30 years, married for nine months. Menstruation 
regular, 28-day type ; duration, six days ; no pain. There is 
no dyspareunia; she experiences, however, a bruised sort of 
feeling after coitus. No miscarriages and no pregnancies; 
no backache; some leucorrlupa. Has always enjoyed good 
health ; only complains of a slight pain sometimes in her right 
side. She is a bright, intelligent woman, well nourished and 
well developed. 

She was anaesthetised, and the following points were noted: — 
About an inch from the vulvar cleft the lower border of a 
septum was encountered by the examining fingers, dividing 
the vagina into two separate compartments, the left compart- 
ment being if anything more patulous than the right. At the 
vaginal roof of each compartment a small nulliparous os was 
easily felt, while bimanually one could, with the greatest ease, 
map out each individual horn, extending the one to the left 
side and the other to the right side of the pelvis, the left horn 
being if anything a little larger and more developed than the 
right. The ovary of the left side was likewise palpated, but 
was much smaller than the right ovary, which could be felt to 
be prolapsed and tender. The sound passed about 3 inches 
into the left horn ; less into the right. The two cavities were 
separate and divergent. The bimanual examination con- 
clusively demonstrated two separate and distinct uterine 
bodies independently movable ; only a fold of peritoneum 
seemed to link the two cervices. 



Such, then, is a resume of the various cases that have come 
under my own notice. 

I shall now briefly speak on the practical arid utilitarian 
aspect of this most interesting subject. Do such conditions 
predispose to sterility ? and if not, what are the risks of 
pregnancy ? To enable one to form a fairly impartial con- 
clusion regarding these (questions, it occurred to me to collate and 
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tabulate a hundred eases troni the literature bearing on this 
particular subject, which I accordingly have done, and have 
rjrawn them up in the form of a table. The principal points I 
liave grouped under their particular headings, so far as I could 
glean from the various records- of each case, viz., age of patient, 
nuniberof children,menstruation,chara.cterof thelabour.vaginal 
condition, and rcniarkB, if anything particular was noted, so 
that he who runs may read. The following analysis of these 
hundred cases may assist one in forming a prognosis should 
such a case present itself. 

Of the fii-st ]4 cases mentioned in these tables (1835-1882), 
8 cases died from peritonitis following the operation on the 
imperforate hymen with retained menstrual products. One 
can, therefore, understand the reason of the emphasis with 
wliich our teachers inculcated the necessity of tlie strictest 
a,septic uieasures being carried out in this seemingly simple 
operation. 

I shall here KUmmarise the leading characteristics brought 
out by these tables. Out of these 100 cases, 30 were un- 
married, while 70 were married women. Two out of the 
30 unmarried women had had abortions. Of the 70 man-ied 
women, 14 were nou-parous, while 56 were parous: of these 
50, 14 aborted and 44 went to full time. From these 
44 women there were 9t) children, while out of the labours of 
these there were "2 Caesarean sections, 2 liysterectomies, 4 forceps 
cases, and 36 normal labours. 

In only 71 cases is there any reference to menstruation; 
58 were regular, 8 were irregular, while 5 had amenorrhoea 
and 13 dysmenorrhoea. In 38 cases there is noted the size 
of each uterine horn; in 17 cases the left was the larger, 
the right wms the larger in 13 cases, in 8 they were equal, 
while 1 %vas an infantile uterus didelphy.s. 

We therefore gather from a study of these cases that the j 

presence of such malformations does not materially lessen the ^ 

cliances of impregnation^ except where the genital canal is j 

completely occluded at some point, and that delivery usually 
occurs without any special dJtnger or difficulty, except when j 

the fcietus is held in the rudimentary horn of a markedly 
double uterus. In sueli a case one may have the danger of 1 

rupture of the uterine wall ; or there may be no dilatation of 
the imperfectly developed cervical canal ; or, again, it may be 
a powerless labour from the lack of sufficient contractile 
force in the uterus itself. Any one of these conditions may 
call for surgical interference. 



"i 
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ONE HUNDRED COLLECTED CAS 



No. 



10 

11 

12 

13 
14 

15 

16 

17 

18 
19 



Date. 



1835 
1854 
1857 



1864 
1871 
1871 
1874 

1876 

1877 

1878 

1880 

1880 
1882 

1882 

1883 

1883 

1883 
1884 



20 1884 Heitzman. 



Observer. 



Leroy. 

Santesson. 

Beroniua 

Simon. 
Breisky. 
Neugebauer. 
Stande. 

Nackc. 

Reiiicke. 

Sotschawa. 

Freudenberg. 

Doleris. 
Thomas. 

Galabin. 

Weist. 

Sanger. 

Henderson. 
Cleveland. 



Age. 



No. of 
Children. 



S. 

s. 
s. 



s. 
s. 
s. 
s. 



M. 
M. 



5 
10 



Larger 
Half of 
Uterus. 



Right 



Left 



Left. 

Equal. 
Left. 



Left. 
Right. 



Condition for which 
Reported. 



Left. 



Hasmatometra. 



Hasmatometra and hsBma- 
tocolpos. 

Unilateral hsematometra 
double uterus and 
vagina. 

Double uterus and vagina; 
right hasmatometra and 
hsematocolpos. 

Heeniatometra and h»ma- 
tocolpos. 

Pyometra and pyocolpos. 



HsBuiatometra with 
double uterua 

Right hsBmatometra and 
hssmatocolpos. 



Unilateral hasmatometra 
and haBmatocolpos ; 
uterus bicomis with 
double vagina. 

Pregnancy left half. 



Pregnancy in both halves. 

Hasniatometraand hema- 
tocolpos. 

Uterus bicomis. 

Heematometra ; uterus 
bicomis. 

Double utems; hsBuiato- 
oolpos lateralis. 

Double uterus and vagina. 



Presmancy in the rudi- 
mentary hom of a 
uterus duplex. 

Uterus bicomis. 

Double uterus with de- 
ciduous membranes. 



Uterus and vagina du- 
plex. 



MenstruatkN 



Regular. 



Regular. 



Never men- 
struated. 



Never men- 
struated. 



Three peria 
regular. 



Regular. 



Irregular. 

Regular. 
Regular. 
R^^ular. 
Regular. 

Regular. 
Regular. 
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(SO-CALLED) DOUBLE 


UTERUS. 






Dy8. 
enorrhcea. 


Character of Labour. 


Vaginal Condition. 


Remarks. 


No. 


& 




Not mentioned. 


Death from peritonitis following 
vaginal puncture. 


1 


». 




Two separate vaginae. 


Death from peritonitis following 
vaginal puncture. 


2 


•■ 




Two separate vaginae. 


Death from peritonitis. 


3 


•• 




Two separate vaginae. 


Death from peritonitis. 


4 


•• 




Two separate vaginte. 


Left occluded vagina incised with 
complete relief. 


5 






Two separate vaginae. 


Peniianent relief followed slitting the 
septum. 


6 






Two separate vaginae. 


Death from peritonitis following 
vaginal puncture. 


7 






Left vagina normal ; 
right occluded in 
the middle. 


Discovered at the laparotomj-. 


8 


•' 




Two separate vaginae. 


Death from peritonitis. 


9 




Narrow pelvitj; for- 
ceps ; extraction of 
placenta. 


Two separate vaginae, 
left rather wider. 




10 




Previous labours nor- 


Two separate vaginas, 
equal size. 




11 




mal. 






•• 




Single vagina. 


Death from peritonitis. 
No symptoms given. 


12 
13 


Bvere. 




Vagina single. 




14 


evere. 




Va^na single 


Death from peritonitis. 


15 


evere. 


Labour normal ; for- 
ceps at outlet. 


Double vagina. 




16 


•• 




Vagina single. 


The previous year Sanger had re- 
moved the right pregnant horn at 
seven months. 


17 




Labours normal. 


Vagina single. 




18 




Labours normal. 


Two separate vaginae, 
left larger. 


The deciduous membranes usually 
followed the labour, from 30 hours 
to 3 days, with violent uterine 
contractions, and with most severe 
constitutional symptoms. 


19 
20 
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ONE HUNDRED COLLECTED CASES C 



No. 


Date. 


Observer. 


Age. 


No. of 
Children. 


Larger 
Half of 
Uterus. 


Condition for which 
Reported. 


Menstruatioa 


21 


1885 


I^ane. 


30 


M. 




pregnancy. 




22 


1886 


Macdonald. 


23 


1 




of double uterus. 


Regular. 


28 


1886 


Netzel. 


23 


M. 


Left. 


Pr^nancy in a rudimen- 
tary' horn, with an im- 
perforate cervix. 


Regular. 


24 


1887 


V. Eiigel. 


30 


1 


Right. 


Pregnancy in right half 
of double uterus. 


Regular. 


26 


1887 


Strauch. 


22 


1 


Right. 


Double uterus; double 
vagina. 


Regular. 


26 


1888 


Dunning. 


37 


M. 


Right. 


Uterus duplex and vagina 
duplex. 


Irregular at 
scanty. 


27 


1888 


Donald. 


28 


M. 


•• 


Uterus duplex and vagina 
duplex. 


Regular. 


28 


1888 


LasCasas. 


22 


S. 


Right. 


Pyocolpos (L.). 


Irregular- 


29 


1888 


Tauffer. 


38 


3 


Equal. 


Uterus duplex; vagina 
duplex. 


Regular. 


30 


1888 


Kiderlen. 


33 


M. 


Left. 


Bicornate uterus. 


Regular. 


31 


1889 


Cullen. 


37 


7 




Uterus bicornis. 


Regular. 


32 


1889 


Routh. 


24 


3 


Right. 


Double uterus ; double 
vagina. 


Regular. 


33 


1889 


Cordorelli 
Francaviglia. 


18 


M. 




Uterus duplex; vagina 
duplex. 


Rdgular. 


34 


1889 


Currier. 


26 


6 


Equal. 


Bicornate uterus. 


Regular. 


36 


1890 


Althen. 


31 


1 


Equal. 


Uterus duplex ; vagina 
duplex. 


Regular. 


36 


1890 


Gusserow. 


21 


S. 




Uterus duplex ; pyocolpos 
lateralis and pregnancy. 


Irregular. 


37 


1890 


Wells. 




M. 


Left. 


Pregnancy in the right 
cavity of a bilocular 
uterus ; abortion. 




38 


1890 


Chapin. 


28 


M. 




Uterus septus. 


*• 


39 


1890 


Dodge. 


37 


M. 




Double uterus and vagina, 
with pregnancy. 





DOUBLE UTBRUS (SO-CALLED). 



157 



l-CALLED) DOUBLE UTERUS {cmtinued). 



Dys- 

enorrhoea. 



Character of Labour. 



Vaginal Condition. 



Remarks. 



No. 



i^t. 



Tedious labour; co- 
matose for hours; 
both children bom 
dead. 

Normal. 



Hysterectomy ; ma- 
cerated foetus. 



Vagina single. 



Single. 



Forceps. 



Obstruction by va- 
ginal septum. 

Normal. 



Abortion at second 
month. 



First two normal ; 
third obstructed by 
right retroverted 
half. 



Normal. 
Normal. 



Labours tedious ; last 
three, breech pre- 
sentations. 

Abortion at four and 
a half months ; re- 
tained placenta. 

Abortion. 



Abortion. 



Abortion at sixth 
month. 



Normal. 



Vagina double ; vulva 
double. 



Two separate vaginae, 
the left narrow. 

Two separate vaginae. 
Vagina double. 



Right vagina normal ; 
atresia of left half. 

Two separate vaginae, 
equal size. 



Two separate vaginae, 
about equal. 



Hysierectoifiy for supposed rapidly 
growing fibroid. 

Corpus luteum in left ovary. 



Double vulva, urethra, bladder, 
vagina, and uterus ; no symphysis 
pubes; the uterine halves mens- 
truated separately. 

Pregnancy in the right uterine half. 



Menses present during pregnanc^y. 



Pregnancy in the left uterine half. 



Abnormality discovered by accident. 



Septum probably torn 
through at first la- 
bour ; vagina now single, 

Double vagina. 
Vagina single. 



Supposed bleeding fibroid. 
Abnormality discovered by accident. 



Va^na double, equal 
size. 



Vagina double. 



Vagina double. 



Double^pregnancy. 



Bilocular uterus with a right rudi- 
mentary horn. 



Menstruated regularly from right 
uterine half during pregnancy ; 
vaginal septum intact after delivery, 



21 



23 
24 

25 
26 
27 

28 



30 

31 
32 

33 
34 

35 

36 
37 

38 
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ONE HUNDRED COLLECTED CASES 


No. 


Date. 


Observer. 


Age. 


No. of 
Children. 


Halfof 
Uterus. 


Condition for which 
Reported. 




40 


1890 


Elbing. 




1 




Lithop<Bdion in left horn 
of a double uterus. 




41 


1890 


Landau. 


23 


M. 




Pregnancy in a rudimen- 
tary horn of a uterus 
bicornis. 


Regular. 


42 


1891 


Scialdoni. 


23 


S. 




Uterus duplex; vagina 
duplex. 


Regular. 


43 


1891 


Nitot. 


34 


M. 




Uterus duplex; vagina 
duplex. 


Regular. 


44 


1891 


Broome. 




1 




Uterus bicornis; preg- 
nancy in the left horn. 


•• 


45 


1891 


Galabin. 


42 


S. 


Left. 


Uterus didelphys. 


Menorrhagia. 


46 


1892 


Tannen. 


26 


M. 






Regular. 


47 


1892 


Rossa. 


24 


2 


Equal. 


Uterus duplex; vagina 
duplex. 




48 


1892 


Halter. 


26 


M. 


Equal. 


Uterus didelphys; hiema. 
tocolpos ; hsmato. 
metra ; hsBmatosalpinx. 


Regular. 


49 


1S92 


Von Sicherer. 


18 


S. 




Uterus bicornis ; bicoUis ; 
pyometra ; pyocolpos 


Regular. 


50 


1892 


Berlin. 


15 


s. 


••• 


Uterus didelphys; atresia 
of right cervical canal. 


Regular. 


51 


1892 


Giglio. 


25 


M. 




Uterus duplex; vagina 
duplex. 


Regular. 


52 


1892 


Giglio. 


26 


S. 




Uterus duplex ; vagina 
duplex. 


Regular. 


53 


1892 


Stoll. 


24 


M. 


Equal. 


Preprnancy in a uterus 
bicornis: 


Regular. 


54 


1892 


Winter. 


25 


1 




Uterus bicornis; preg- 
nancy in the rudimen- 
tary honi. 


Regular. 


55 


1893 


Mund^. 


23 


S. 




Uterus septus; vagina 
duplex; right hamato- 
colpos and hematometr 


Regular, 
a. 


56 


1893 


Cullingworth. 


28 


M. 


Right. 


Uterus bicornis; hsmato- 
metra. 




57 


1893 


Leuf. 


18 


S. 




Uterus bicornis. 




5 


1893 


Edebohls. 


26: 


1 




Uterus bicornis. 


Regular. 


59 


189 


Holzapfel. 


25 


1 


Right. 


Uterus duplex ; vagina 
duplex. 


Irregular. 


60 


1893 


Mund^. 


25 


M. 


Right. 


Pregnancy in right side 
of uterus septus. 
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-CALLED) DOUBLE UTERUS (continued). 



Dys- 


Character of Labour. 


Vaginal Condition. 


Remarks. 


No. 




Normal. 




LithopoBdion discovered during the 
second confinement. 


40 


». 


Normal (previous la- 
bour). 


Vagina double. 
Vagina double. 


Recovery uneventful. 


41 

42 
43 




Normal. 




Uterus bicomis was discovered at a 
laparotomy for removal of a paro- 
varian cyst. 


44 


•• 




Vagina double. 


Fibroid tumour in left cervix uteri. 

Menstruation occurred only from left 
uterus. 


45 
46 




Abortion at four and 
a half months. 


Va^na double, equal 




47 


i. 




Two separate vaginae, 
with atresia of the 
right vagina. 




48 


u 




Va^na double ; atre- 
sia of right vaginal 
half. 




49 


Miising. 


Abortion. 


Vagina double. 
Vagina double. 


Autopsy showed two completely se- 
parated uteri. 


50 
51 
62 
53 




First labour normal. 


Vagina double ; atre- 
sia of right vagina. 


Laparotomy showed rupture of body 
of horn. 

Discovered by laparotomy-. 


54 
65 
56 




Miscarried twice. 


Vagina double. 


Vaginal septum deficient from 1 to 
ij inch from cervix. 


57 




Normal 




Discovered at curetting. 


58 


1. 


Obstruction by right 
retroverted half. 


Right half of vagina 
normal ; left origin- 
ally occluded below. 




59 


•• 


Abortion. 




Discovered by laparotomy. 


60 
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ONE HUNDRED COLLECTED CASES 



No. 


Date. 


Observer. 


Age. 


No. of 
Children. 


Larger 
Half of 
Uterus. 


Condition for which 
Reported. 


MenstruatioD. 


61 


1893 


Mund^. 


26 


2 




Uterus duplex; vagina 
duplex. 




62 


1893 


Kleinw&chter. 


31 


4 


Left. 


Uterus bicomis. 


Reg^ilar. 


63 


1893 


Senft. 


31 


M. 




Incarceration of gravid 
bicornate uterus. 


Regular. 


64 


1893 


Kochenburger. 


27 


M. 


Left. 


Dyspareunia. 


Regular. 


65 


1894 


L5hlein. 


18 


S. 


Left. 


Right hiBmatocolpos and 
hsematometra. 


Regular. 


66 


1894 


Merttens. 


26 


M. 


Left. 


Uterus bicoUis; atresia 
of one cervix. 


Irregular. 


67 


1894 


Routh. 


24 


3 


Right 


Uterus bicomis; vagina 
duplex. 


Regular. 


68 


1894 


Hochstetter. 


23 


M. 




Uterus duplex ; vagina 
duplex. 




69 


1894 


Galabin. 


19 


S. 




Rudimentary uterus ; di- 
delphys. 


Amenorrhoea. 


70 


1894 


VonDittel. 




1 


Left. 


half. 




71 


1894 


Hoimnder. 


33 


7 


•• 


accessorius. 


Regular. 


72 


1894 


Knauas. 


31 


2 




Uterus bicomis ; vagina 
duplex. 




73 


1894 


Werder. 


18 


S. 


Left. 


Right hsematocolpos and 
hsBmatometra. 


Regular. 


74 


1895 


Sprigg. 


36 


S. 


Right. 


Bicornate uteras. 


Regular. 


75 


1895 


Edebohls. 


26 


M. 




Utems bicomis. 


Regular. 


76 


1895 


Giles. 


31 


1 


Left. 


Uterus didelphys. 


Regular. 


77 


1895 


Tschudy. 


30 


1 




Uterus didelphys. 


Regular. 


78 


1895 


Arnold. 


22 


2 




Uterus septus. 


Regular. 


79 


1895 


Rossier. 




.. 




Uterus didelphys. 


.. 


80 


1895 


Galabin. 


25 


M. 




Foetation in rudimentary 
horn of uterus. 


Regular. 


81 


1896 


Lewers. 


17 


S. 




Double uterus ; haemato. 
metra. 


Amenorrhcea. 


82 


1896 


Hauser. 


23 


M. 




Utems duplex; vagina 
duplex. 


Regular. 
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>-CALLED) DOUBLE UTERUS {continued). 



Dys- 
kenorrhoBo. 


Character of Labour. 


Va«:inal Condition. 


Remarks. 


No. 




Normal. 


Vagina double ; right 
longer. 


Right half of uterus contained a 
fibroid. 


61 




Normal. 






62 


•• 


Abortion at three and 
a half months. 




Death occurred from sepsis. 


63 


es. 




Vaginas separate and 
both narrow. 




64 


68. 




Vagina double ; right 
occluded below. 


Discovered by laparotomy. 


en 


•• 




Vagina single. 


The upper part of the vagina was 
separated into two pockets ; in each 
pocket a cervix was found. 


66 




Normal. 


Remains only of a 
vaginal septum. 




67 




Forceps. 


Vagina double. 


Brought in eclampsia ; convulsion 
appeared first and second day fol- 
lowing delivery ; death. 


68 






Vagina absent. 


Discovered by laparotomy. 


69 




Normal. 


Vagina double ; left 
larger. 




70 




Normal. 




Discovered by laparotomy ; the preg- 
nant uterus had no annexa; the 
uterus with tubes and ovaries were 
situated behind the pregnant one. 


71 




Normal. 


Vagina double ; right 
larger. 




72 






Vagina double ; right 
occluded below. 


Discovered by laparotomy. 


73 






Vagina double. 


Writer states that she menstruated 
one month from one uterine half, 
the other month from the other. 

Discovered at curetting. 


74 
75 




Normal. 


Vagina double; sep- 
tum destroyed at tii 


le of labour. 


76 


es. 


Ciesarean section. 






77 




Normal. 


Vagina double. 


Second child delivered bv version ; 
stillborn. 


78 
79 




Abdominal section ; 
left horn with foe- 1 
tusaod annexum removed. 


The right horn with its annexum was 
left; two years later she had a 
nonnal pregnancy. 


80 






No vagina. 


An artificial vagina was made and 
kept open by bougies and a pessary. 


81 


•- 


Had four mis- 
carriages. 


Vagina double. 




82 



VOL. V. 
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ONE HUNDRED COLLECTED CASES tt 



No. 



84 
85 

86 

87 
88 

80 
90 

91 

92 



96 
97 



98 



100 



Date. 



1896 

1896 
1893 

1897 

1897 
1897 

1898 
1898 



1899 



1899 



1899 



1900 
1904 



1906 



Observer. 



Truzzi. 



Bombard. 

Sibut. 

TombleBon. 
Prevost. 

Kendall. 
Winter. 

Schlutiiis. 

Wells. 

Wolls. 



Blunie. 



Gardini. 



1899 Drouillard. 
1899 SerejnikofF. 



Winn. 
Lyle. 

Fordyce. 



Age. 



40 

34 
20 

m 



21 



14i 



26 



No. of 
Children. 



28 



1 
M. 



5 
M. 



M. 



M. 
1 child. 



Larger 
Half of 
Uterus. 



Infantile. 



Right. 



Left. 



Equal. 



Condition for which 
Reported. 



Uterus bicomis ; vagina 
duplex. 

Uterus septus completus. 

Uterus duplex ; vagina 
duplex. 

Double uterus ; double 
vagina. 

Uterus bicomis. 

Uterus duplex. 



Uterus septus. 

Haematometra in mdi 
mentary horn of a bi- 
comate uterus. 



Uterus septus ; 
duplex. 



vagina 



Double uterus ; double 
vagina; bilateral hsB- 
matometra and heenia- 
tocolpos. 

Pregnancy in the right 
horn of a bicornate 
utems. 



Uterus bicomis ; vagina 
duplex. 



Pregnancy in a woman 
ifvith a double uterus 
and double vagina. 



Uterus bicomis. 



Pregnancy in the rudi- 
mentary horn of a bi- 
cornate uterus; viable 

fGOtUS. 

Uterus bicomis. 



Interesting case of Caesar- 
ean section at full term. 



Menstruation. 



Irregular. 

Regular. 
Regiilar. 

Regular. 



Regular. 
Regular. 

Irregular. 

Amenorrhcea. 

Regular. 



Regular. 



Patient had two uteri and two vagii 
The second uterus was myomatous, i 
was impacted in the pelvis obstruct 
labour. 



Bicornate uterus. 



Regular. 
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3-CALLED) DOUBLE UTERUS (conliuued) 






lenorrtioea. 


Character of Labour. 


Vaginal Condition. 


Remarks. 


No. 




Normal. 


Vagina double ; torn 
at labour. 




83 


es. 


Normal. 

Normal. 

Forceps first labour ; 
others normal. 

Normal. 


Vagina double. 
Vagina double. 




84 
85 

8G 

87 
88 

89 


eM. 






Operation for dermoid when the 
condition was discovered. 


90 


tM. 




Vagina double. 


Sound in uterus showed a perforation 
about the middle of the uterine 
sieptum. 


91 






Vajfina double. 


Menstruation regular after operation. 


92 




Normal. 




Hysterectomy of right rudimentary 
pregnant horn ; cervix apparently 
solid ; microscopical examination 
showed a lumen through which a 
bristle might pass. 


03 




Nonual. 


Vagina double. 


Septum so thick that it had to be 
incised at the fourth month of 
pregnancy. 


94 




feet came down on 
one side of septum ; 
above; it had to be 


Vagina double. 

later attempted to des 
excised and the child w 


Foetus anencephalic. 

cend on the other side tearing septum 
as delivered. 


95 


•• 


Normal (seven abor- 
tionsX 






96 








Thd foetus was almost expelled into 
the abdominal cavity; removed 
alive ; only lived six hours ; mother 

, recovered. 


97 


•• 


Forceps. 




Several abortions; one pregnancy; 
foetus weighed lb. 


98 




Caesarean section. 


Vagina double. 


Patient and child did well. 


99 




Abortion at three and 
a half months. 




the right half ; abortion at three 
and a half months. 


100 



1G4 
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Dr. Stark said he had reported a caBe of uterus didelphys 
in which there was a complete vaginal septum forming two 
hymens, and two vaginae, and two ora uteri. The septum 
was prolonged about half way into the cavity of the uterus, 
and Dr. Stark had removed the entire septum, formed one 
OS, and split into the uterine cavity, making the patient 
practically a normally formed woman as regards the uterus 
and vagina. In this case there was only one corpus uteri, but 
in another seen there were two distinct corpora, and this was 
veritied by laparotomy for removal of small atrophic ovaries 
for the relief of severe menstrual molimina. The result was 
highly satisfactory, and health and comfort, which had been 
lost since the age of puberty, had been restored. 



IIJ.-^LANTEKN DEMONSTRATION ON PATHOLOGKJAL CONDITIONS 
OF THE TUBES AND OVARIEJ^. 

By Da. J. K, Kiilly. 

Dr. Kelly gave a lantern demonstration of various diseases 
of ovaries and fallopian tubes, including dermoids of ovary; 
parovarian cysts ; hydrosalpinx (single and double); hemato- 
salpinx (single and double): hicinatosalpinx in one tube, with 
pregnancy in the other; hematoma of tube and ovary 
removed during pregnancy; abscesses of ovary independent 
of pyosalpinx; pyosalpinx independent of pyovariuni ; pyo- 
salpinx and py ovarium combined; tubercular pyosalpinx; 
cancerous tubes ; cancerous ovaries. Microscopic sections 
thrown on the screen representing tube in li^matosalpinXj 
tube in pyosalpinx, tube in tubercular salpingitis, wall of 
cystic accessory tube, papilloma of ovary, and various forms 
of cancer of ovary. 
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Meeting IV. — 24th January, 1906. 



The President, Dr. J. K. Kelly, in the Chair. 

I. — SPECIMENS. 

A. By Dr. Robert Jardine. 

1. Ruptured uterus showing laceration through the lower 
uterine segment. 

2. Cancer of the cervix involving the posterior lip. 

B, Br Dr. J. Nigel Stark. 

1. Calculus removed by operation from the neighbourhood 
of the urethra, but not connected with it. 

2. Pyosalpinx. 

C. By Dr. E. J. Primrose. 

Anencephalus foetus. — Born in the seventh month on 3rd 
January. Presenting foot, hand, and head at delivery. 
Placenta degenerated over a small area. 

Special feature of interest in the case was that the posterior 
wall of the uterus was viyoinuttons and roughly felt about the 
size of a large lemon. 

At the last confinement, three years ago, the placenta was 
adherent and removed by hand. Menstruation thereafter 
became irregular at five and six weeks' intervals. From the 
middle of May till 4th June last there was constant haemorrhage 
and none since till this confinement. 

Present puerperium uneventful ; placenta easily expressed. 
Myomatous wall of uterus has come down in size very 
considerably. 

D, By Dr. D. Duff. 
Placenta from placenta praevia. 

E. By Dr. J. K. Kelly. 

/. Sarcoma of the uterus from a case in which Caesarean 
: section was performed. 



FOUR OASES OF OBSTRUCTED LABOTTE. 
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XL — NOTEB OF FOUR CASES OF OBSTRUCTED LABOUR: TWO FROM 
CANCER OF THE CERVIX, ONE FROM HYPERTROPHY AND 
PROLAPSE OF THE CERVIX, AND ONE FROM COMPLETE 
OCCLUSION or THE OS UTERL 

By Dr. Robert Jardine. 

Cancer of the cervix. 

Case I. — Mrs, C, xi-para, aet 36, seven months pregnant^ 
was admitted to the Glasgow Maternity Hospital on 11th May, 
1905, suffering from se%^ere hsemorrhage. Six weeks earUer 
she had been seen hy Dr. Banks, one of the ont-door house 
surgeons, for bleeding from a cancerous cervix, which he had 
considered too far advanced for operation. 

The patient stated that the bleeding had commenced when 
she was three months pregnant, and had recurred frequently 
since then. Prior to this pregnancy her menstruation had 
been normal, the periods lasting for three days, but during the 
last few years she had suffered from much more pain than in 
her younger days. She had never had any foul discharge, and 
there had not been any clots passed until a day of two before 
admission. She had lost a good deal of tlesh. 8ince the 
bleeding had commenced she had sniiered from intermittent 
paiD in the left groio and down the left thighs There had 
been no trouble with the bowels or bladder. Her last delivery 
had been ten months ago. 

Her family history was good. Her mother, aged 79, was 
still alive, and her father had died at the age of 88. 

On examination the patient was found to be in labour. She 
stated that the waters had come away twenty -four hours 
previously and that there had been a great deal of bleeding 
during the few hours prior to admission; The child lay 
transversely with its head in the left Hank. The os was 
partly dilated, and easily admitted two fingers. The bleeding 
had ceased. The anterior lip of the cervix was one hard oiass 
of cancer, which extended close up behind the symphysis pubis, 
but did not seem to be attached to the bone. The posterior 
part of the cervix was quite soft and dilatable. On the left 
side of the vagina there was a projection outwards of the 
cancer. By passing the finger up the cervical canal the cancer 
could be felt extending beyond the internal os into the lower 
uterine segment 

It was quite evident we had to deal with an inoperable case. 
As the membranes had been ruptured for twenty-four hours, 
and the child lay transversely, I determined to dilate and 
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deliver at once by version, before impaction had occurred. The 
posterior portion of the cervix yielded easily, and version was 
quickly accomplished. The child was asphyxiated, but came 
round. It was kept in the incubator, but only lived three 
days. It became very jaundiced before it died. 

After delivery there was very little bleeding, but to prevent 
any further loss from oozing I plugged the uterus and vagina 
firmly with iodoform gauze. 

I removed a portion of the mass, and the diagnosis was 
confirmed microscopically. 

The plugging was removed twenty-four hours after delivery. 
The patient made a good recovery, but she complained of 
severe pain down the back of the left thigh. The sciatic nerve 
was being pressed upon. 

I did not see the patient after she was discharged, but 
I heard she had been at the Royal Infirmary Dispensary, and 
also in the Cancer Hospital for a time. I last heard of her in 
November, when she was being attended from the medical 
mission. 

Case II. — Mrs. M*A., vi-para, 8Bt. 34, full time, was admitted 
to the hospital on 3rd December, 1905, in labour. The patient 
stated that her previous labours had been normal. During 
the present pregnancy she had suffered from slight bleedings 
at the times which corresponded with her menstrual periods. 

The resident found the os was about the size of a shilling, 
and the head was presenting. He noticed that the posterior lip 
of the cervix was harder and more irregular than usual, but 
did not at first recognise the condition. I saw the patient 
about ten hours after admission. The labour had progressed 
very slowly. 

I found the os was partly dilated, but the posterior lip of 
the cervix was infiltrated with cancer. The lip was separated 
into two layers by a sulcus nearly an inch in depth. The 
anterior layer was very much harder than the posterior, and 
it felt like the thin edge of a very hard placenta. The vagina 
did not seem to be infiltrated, as the cancer was apparently 
confined to the cervix. The anterior lip of the cervix felt free 
of the infiltration. 

The case was one in which a hysterectomy could be done, 
and I would have operated at once, but it was impossible to 
communicate with the patient's friends, and I did not care to 
take the risk of such a major operation without her husband's 
consent. The condition of the patient, too, was far from 
satisfactory, as she was coughing a great deal and took the 
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cliloroform badly, 1 decided to dilate and deliver at once, 
and do a hysterectomy later if the patient and friends were 
willing. The dilatation was done manually, and the child 
delivered with forceps. It was alive, and wei^^hed 7 J lb. 
The cancerous tissue was somewhat lacerated, and I removed 
several bits of it with my fingers. There w^as no great bleed- 
ing, I plugged as in the previous case. The recovery was 
uninterrupted. 

Microscopic examination of the tis.'^ue confirmed the diagnosis. 

I was anxious to do the hysterectomy within a week or ten 
days of the delivery, but there were certain arrangements the 
patient had to make which delayed matters, so the operation 
could not be done until the 26th. By this time the patient's 
condition was excellent, and the uterus had involuted into the 
pelvis. The vaginal maws felt smaller than at the time of 
delivery, due to closing of the cervical canal. 

With Dr. M'Bryde's assistance, I operated by the combined 
abdominal and vaginal method. The broad ligaments were 
first tied off and cut, and the bladder stripped down, and then 
Dr. M*Bryde incised from below and removed the uterus 
through the vagina. I then closed Doi^glas^s pouch by stitch- 
ing the anterior and posterior peritoneal layers together from 
above with catgut sutures. The vagina was plugged from 
below. The abdomen was closed with through -and -through 
silkworni'gut sutures. 

The patient made a good recovery. 

I saw her three months later, and found that the cancer had 
recurred in the cicatrix, and was spreading on to the vaginal 
walls. She had no pain. 

Cancer of the cervix is a rare complication of labour, I found 
records of only three cases in 51,290 confinements in the out- 
door and in-door departments of the hospital between 1869 and 
1898- Within the last three years I have dealt with three 
cases, and Dr. Kerr has also had several. Of my cases, two 
were inoperable as regards hopes of cure. In the first case, 
which has already been published, the cancer formed a large 
mass, involving both lips of of the cervix and spreading into 
the vagina, so that delivery through the natural passages could 
only have been efiPected by first clearing away the mass, I did 
not do this, but deliverefl by abdominal section and removed 
the uterus supra- vaginally, because the patient had nearly bled 
to death before she was brought to the hospital. By securing 
the uterine arteries from above* I efiectually controlled the 
bleeding* As a rule, even in cases too advanced for any hope 
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of cure by operation, delivery can be effected through the 
natural passages. The tissues are friable and dilatation can 
be done even without incisions. The bleeding is usually not 
excessive, and can be controlled by plugging. 

In regard to cases in which there is a chance of cure by 
operation, what operation should be done and when should it 
be done ? As regards the operation, it must either be a high 
amputation of the cervix or a complete hysterectomy. At the 
present day, in the treatment of cancer of the cervix in non- 
pregnant cases, I do not think there are many advocates of the 
cervical operation, and in cases complicated with pregnancy 
I think the same rule should apply, viz., that if an organ is 
affected with cancer the best hope of cure lies in removal of 
the whole organ. As regards the time of operation, the sooner 
the better, so that whenever an operation is feasible it should 
be done at once. In Case II, unfortunately, circumstances 
over which we had no control compelled us to postpone the 
operation, but in the best interests of the patient it should 
have been done at once. 

One may deliver through the natural passages and then do 
the hysterectomy by the vaginal route, but, personally, I must 
say I would prefer* doing the operation as in Case II, by the 
combined method. 

Hypertrophy and prolapse of the cervix. 

Case III. — Mrs. R., ii-para, aet. 27, seven months pregnant, 
was brought in an ambulance from the country, in labour. 

She stated that her first child had been born without 
assistance three years previously. She had been in poor health 
previous to the confinement. She had risen on the sixth day, 
and in a few days she had begun to feel great discomfort and 
bearing-down. A medical man had seen her, and inserted a 
support which she had worn for six months. She had then 
felt so well that she had discarded the support, but a month 
or tw^o later she had become worse and had then attended the 
Western Infirmary Dispensary, where a support had been 
inserted, and she had worn this until she had become pregnant. 
After she became pregnant the womb came down worse than 
ever. A short time before she came to us she had been in the 
Samaritan Hospital for a week. 

On admission, the cervix was protruding from the vulva. 
It could be pushed up with difficulty. The os was beginning 
to dilate, but the cervical canal was about 3 inches in length. 
The head presented. The fundus was at the level of the 
umbilicus, and the child was alive. 
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The cervix was pushed bock mto the vagina and labour waa 
allowed to go on. On the following day I found the cervix 
wajs dilated to about the size of a crown piece, but it formed a 
long tunnel, and there was no taking up of the cervix in the 
usual sense. As there did not seem to be any likelihood of 
delivery occurring by natural efforts, I decided to dilate 
manually and deliver with forceps. The cervical canal was 
dilated until the hand could pa^is, and the forceps were applied. 
When traction was applied we supported the cervix and tried 
to work it up over the head, but we found that we could not 
bring the head through the long tunnel. The head was small, 
and the forceps were rather too large for it; a small pair 
might have brought it through, A^ the child was a very 
premature one, and at the best there was not ranch chance of 
its surviving even if it were born alive, I decided to do a 
craniotomy on it After perforation delivery was easily 
accomplished with the combined instruments. The child 
weighed 2 J lb. There was no bleeding from the cervix, but 
the uterus did not retract w^ell, so, in order to prevent loss of 
blood and also to keep the cervix well up in the vagina, 
I plugged the uterus and vagina firmly with iodoform gauze. 
The plug was removed twenty-four hours later. The patient 
made a good recovery, and there was no protrusion of the 
cervix during her stay in hospital, but no doubt prolapse 
would again occur after she began to go about 

I have seen several cases somewhat similar to this one, but 
only in one of them was there great difficulty in delivering, 
and I managed to get a live child through with forceps by 
supporting the cervix and working it up over the head. 

Cmni^iete ocdu^ion ofUte on uteri 

Case IV. — Mrs. 13., i-para^ set 31, was admitted to the 
hospital in labour at full time. On the previous day a nurse 
had seen the patient, and had concluded that she was not in 
labour, A midwife had been called in, but she had said there 
was an obstruction and had left the case* A second nurse had 
been called from the hospital, and she had sent for the out-door 
resident to see the case. Dr. Patrick found the head was above 
the brim and overlapping to a certain extent, so, without 
making a vaginal examination, he brought the patient into 
hospital. 

1 saw the patient shortly after admission, and found that 
she had a flattened pelvis with a true conjugate of about 3] 
inches* The head lay above the brim, and was freely movable. 
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There was no os to be felt. A careful inspection, after 
exposing the vaginal vault with retractors, confirmed the 
diagnosis of occlusion of the os uteri. At the place where the 
OS should have been there was a depression, and through this 
I made a crucial incision and then dilated the cervix with my 
hand. The cervix was completely taken up, so the dilatation 
was easy. The head lay transversely, with the posterior 
parietal bone presenting, so delivery was effected by version. 
The child could not be resuscitated. Its heart beat well for 
some time, but we could not get it to breathe. Probably there 
had been haemorrhage into the brain. 

After delivery the cervix protruded from the vulva. At 
each side the mucous membrane of the vaginal portion of the 
cervix was torn, but there was no deep tearing of the cervical 
tissue itself. The cervix protruded as if the mucous membrane 
had been retracted over it after having been split at each side. 
I stitched the tears with catgut. I could not understand this 
prolapse of the cervix, but the history the patient subsequently 
gave us explained the matter. 

She said that for a year or two prior to her pregnancy she 
had suflFered from falling of the womb, and had worn a support 
for some time. 

The patient made a good recovery. 

I examined her before she was dismissed and fqund that the 
cervix showed evidence of lacerations, but nothing more than 
one would expect after a severe delivery. She promised to 
return in a few weeks to have a pessary inserted, if she should 
require one, but she failed to put in an appearance. 

I have now seen seven cases of complete occlusion of the os 
uteri. Two of them have been in multiparse. The occlusion, 
of course, occurs subsequently to impregnation, but at what 
time during the pregnancy it is impossible to say. None of 
the patients gave any history of an inflammatory attack during 
the pregnancy. In the case just recorded the membranes 
seemed to be adherent at the lower part, but adhesions of the 
membranes are common enough in ordinary cases. 

There are two other conditions which might be mistaken 
for occlusion of the os, viz., when the os is fully dilated and 
the cervix retracted above the head without any forewaters 
being present, and the second, when the os lies high up and 
far back and the anterior lip of the cervix is stretched over 
the head. A careful examination should prevent any mistake 
being made. 

In some cases it will be possible to scratch through the 
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occlusion, bot in others an inciaion will be necessary. After 
a crucial incision is made dilatation may be left to natore, but 
I prefer dilating at once. In one case I left it to nature, but 
some hours later I found the cervix was tearing badly towards 
the sides, so I had to make free incisions, anteriorly and 
posteriorly, to prevent the lateral tears from extending into 
the fornices. In none of my cases has there been any great 
bleeding after delivery, and the present one is the only one 
I have put any stitches into. This patient was a prinupara, 
and as she had suffered from prolapse previous to the pregnancy 
in all probability her cervix had been hypertrophied The 
way it protruded after delivery gave one that impression. 

-Dr. Parry had seen one case of cancer of the cervix in 
labour. 

Dr. Kelly had no experience of the condition. Hypertrophy 
of the cervix was not uncommon, but he had never had a case 
of complete occlusion of the os during pregnancy. 

Dr. Lindsay asked what effect pregnancy had on the rate 
of spread of cancer. Should pregnancy be terminated at once 
in early cases of cancer i 

Di\ Jardine replied that growth was rapid during pregnancy, 
and that the proper course was to operate at once. 



¥ 



III,^-TWO CASES OF FURPUKA H.^lORRHAGlCA NEOxNATORUM. 
By Dr. Alex, Allan, 



It is a matter of common knowledge that spontaneous 
haemorrhages occurring during the early years of life are not 
uncommon. These hsemorrhages may arise from mucous 
tracts, such as nose, mouth, or gastro-intestinal tract, or skin 
ecchymoses from trivial traumata, or even hamorrhagic 
effusions into internal organs. 

No detinite classification of the actual or contributing causes 
of these 'heemorrhages has been made as yet^ and the subject 
is still somewhat obscure, but the general opinion is that they 
are often symptomatic of specific diseases, such as syphilis, &e, 
Ashby ^ strongly emphasises this view of their causation. 

It must be remembered also that slight haemorrhages from 
mucous tracts in earlier life, such as " bleeding from the nose," 
are quite consistent with a fairly high standard of general 
health, and may be looked upon as practically physiologicab 

Townsend'^ corroborates the general opinion expressed 

^ Dmam>s of Childrmt, 

* Archives of PeduMiric§f 1894, vol ii* 




174 PURPURA HEMORRHAGICA NEONATORUM. 

regarding these spontaneous haemorrhages (viz., their symp- 
tomatic nature), but after a series of observations emphasises 
the propriety of making a clear distinction between a special 
form of haemorrhage, not associated with any known specific 
process, occurring during the first few days or weeks of life, 
and in which escape of blood from the small blood-vessels is 
the chief or essential symptom, on the one hand, and the later, 
what we might call symptomatic, haemorrhages and the haemo- 
philic diathesis on the other. He bases his conclusions on the 
uniformity of symptoms which characterise the course and 
the general distribution of this special form of haemorrhage, 
and which distinguishes it as a separate clinical condition, 
essentially different from the generally recognised symptomatic 
haemorrhages of early life, and also haemophilia. This form 
he proposes to name " haeinorrhagic disease of the newborn." 

Rotch,^ after a study of the literature and a review of 
Townsend*s cases, considers we are warranted in making the 
following general conclusion that "the disease is one of a 
general nature, and infectious," for the following reasons : — 
(1) It occurs more frequently in hospitals than in private 
practice (in this connection due allowance must be made for 
the fact that facilities for observation and study of cases are 
much greater in hospitals than in private practice, and also, 
cases occurring in these institutions are more likely to be 
recorded); (2) its acute onset; (3) its self-limited course; 
(4) the almost invariable elevation of temperature during the 
acute stage, and its fall on recovery or on cessation of haemor- 
rhage. He thus brings this form of disease into line with the 
main features of the other acute infectious disorders. 

Holt ^ agrees with views expressed above, but is averse to 
placing much importance on elevation of temperature, as 
fluctuations due to nutritional causes are frequent in the first 
few days o£ life. 

The following are the notes of two cases occurring in the 
late autumn of last year, in the practice of Dr. J. M. Ramsay 
and myself, which we considered belonged to this special form 
named " haemorrhagica neonatorum." 

Case I. — Mrs. R., a healthy-looking primipara, was delivered 
of a male child on 30th September, 1905. Labour was some- 
what protracted, owing to the presentation being a right 
occipito-posterior, but otherwise was without event. The child 

^ Text-hook of Pediatrics. 

*^ Diseases of Infancy and Childhood. 
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was plump and healthy-looking, and weighed S{ IK It 
breathed freely and cried lustily immediately after birth, and 
'* took the breast *' readily two hours later. 

On 2Dd October, within forty-eight hours of the birth, I was 
hastily summoned about 4 A.M. to see the chilcL The nurse's 
story was to the effect that the child had become restless and 
fretful, refusing the breast, and appeared to suffer from colicky 
pains, and had passed a large quantity of blood by the boweh 
Two or three napkins were shown me, soaked with blood and 
mixed with ineconiunu The blood was very dark, almost 
tarry, and was free from clots, evidently having been shed 
from high up in the intestinal canaL There was no hsema- 
temeais or vomiting of any kind. The facial appearance had 
changed markedly from the previous day, and there was a 
greyish pallor present. The restlessness and abdominal pains 
at intervals still continued, and, in addition, the child refused 
all nourishment. Pulse and respiration w^ere both increased, 
and there was a considerable elevation of temperature, the 
pulse ranging from 120 to 126 per minute, and the temperature 
102^8° F, There were no signs of any rash or patches of 
ecehymosis at this time. At 10 a.m. I again saw the child, and 
found the general condition w^as much worse. Large patches 
of ecchymosis w^ere present in the umbilical region, and over 
the upper parts of both tibiae in front. The temperature w^as 
101-6" F., and the pulse varied between 128 and 130 per 
minute. The restlessness and fretfiih>ess of the child had 
increased, the ftice was pinched, the eyes were sunken and 
black crescents had appeared under the low^er lids, and the 
anterior fontanel le was depressed. The bow^els had moved 
twice in the interval, and the dejeetse were tarry-looking, but 
the napkin round the mass showed a pinkish tinge. I saw 
the child again at 2 P,M, and at 6 P.M. The only new features 
to be recorded were the appearance of fresh patches of ecchy- 
mosis about the anterior axillary folds and the inner surfaces 
of the thighs, with some purpuric spots over the front and 
sides of the chest and abdomen. The pulse was barely 
perceptible, and the thermometer would not rise above 95*" F. 
The bowels had not moved again. The child died shortly 
afterwards. 

In view* of theories of causation, it remains to be noted thnt 
there were no signs of any septic or inflammatory condition 
about the umbilicus. No marked jaundice, no cyanosis, and 
i no signs of paralysis w^ere observed. Home urine was obtained, 
I but this presented no abnormalities, and the reaction for blood 



176 PURPURA HiEMORRHAGICA NEONATORUM. 

in particular was negative. The child had suckled freely and 
rested well till the onset of this illness, and had appeared in 
every way healthy. 

The father denied having had any venereal disease or having 
exposed himself to the risk of infection. There was no history 
with either parent of rash, sore throat, or falling out of hair, 
and no history of previous abortion or miscarriage with 
mother. Further, there was no history of either haemophilia 
or rheumatism. 

Case II. — Mrs. H., iv-para. Confined on 7th October, 1905, 
one week later than Mrs. R. She was in charge of a midwife, 
who diagnosed a breech presentation, and sent for assistance. 
The labour terminated uneventfully, and the child was well- 
nourished and healthy. 

Three days later (10th October), a message was sent in the 
morning stating that the child had passed blood by the bowel, 
and, in addition, had vomited blood twice during the early 
hours of morning. Examination showed the presence of blood 
mixed with meconium on the napkins, but evidently in smaller 
quantity than in the previous case. The gums were soft, and 
there was a thin, blood-stained, watery fluid dribbling from the 
corners of the mouth. It appears the child had had 1 drachm 
of ol. ricini the night previously, and had become restless 
and fretful, refusing to suckle, and apparently suffering from 
abdominal pains afterwards. 

There were some irregular but well-marked purpuric spots 
on the buttocks and lower limbs, one large patch of ecchymosis 
over the anfcerior surface of the right shoulder, and a smaller 
patch over the left breast. There was oozing of blood from 
the umbilicus, apparently capillary in nature, but only to a 
slight extent. The pulse-rate varied from 130 to 134 per 
minute; the temperature was 102*4° F. ; the breathing was 
rather irregular, but did not exceed 24. per minute. The child 
was fretful and restless and would not suckle, but, so far as 
facial appearances went, did not seem particularly ill. The 
urine did not stain the napkins. About 5 P.M. the child had a 
convulsive seizure in which it died. 

As in the previous case there was no evidence of parental 
syphilis ; the three elder children were alive and healthy, and 
there had not been any intervening abortions or miscarriages. 
There was no hsemophilic or rheumatic history. No jaundice 
or cyanosis was noted, and there was no evidence of any septic 
mischief about the umbilicus. 

Post-morteTn exi^mination was refused in both cases, and 
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I also regret I was unable to make a complete blood esamina- 
I tion. 



I The similarity of the above cases is very striking so far as 

j clinical history goes. The same prodromal symptoms of 
; restlessness, fretful ness, and refusal of nourishment were 
I present in both, followed by melsena and the appearance of 
I patches of ecchymoses over the trunk and lower limbs, 
associated with elevation of temperature, and progressing 
rapidly to the same fatal issue. 

It is true additional syniptoms were present in the second 
case, in the omphalorrhagia, h^ematemesis, and the onset of a 
convulsive seizure, but these mark, not a different disease, but 
probably a more virulent infection. 

It is also important to note that in both there wa*s absence 
of any syphilitic, rheumatic, or hisemophilie history, and also 
absence of any evidence of gross septic or ioflamraatory 
mischief about the cord. 

At this point, perhaps, I may remind you of the main 
features of '* hEemorrhagica neonatorum," and mention some 
points in the differential diagnosiB- 

As indicated above, it is only in recent years that any 
attempt has been made to classify or arrange the various 
disorders of early life characterised by lisemorrhages of one 
form or other, and most authors have been content to group 
them indiscriminately together. The extreme rarity of this 
particular form of disease, the obstacles in the way of having 
efficient skilled observation of the cases and histological 
examination of the tissues or blood tend to mak^ advance in 
knowledge very slow, but sufficient has been done to warrant 
the subjoined facts as being in the main typical. 

The distinguishing features are briefly as follows:— The 
hseniorrhages in '' hiemorrhagica neonatorum" are not associ- 
ated with any known specific process, the bleeding is fronj the 
small blood-vessels, is spontaneous in origin, has no known 
connection with delivery, is multiple in location, and, while 
little influenced by treatment, tends to cease in a limited 
time. 

Etiology. — The predisposing causes are similar to those 
which determine the occurrence of bleeding in the traumatic 
or other hjemorrhages of early life, viz., (1) the fragile condition 
of the blood-vessels themselves, (2) the profound changes in 
the circulation, and (3) alterations in the blood itself in the 
newly-born, ^ * 
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Age. — It occurs in very early life. In the analysis of 
Townsend's cases it was found that the onset of the disease 
was practically always in the first week after birth, and 
usually on the second or third day, the order of frequency 
being third, second, fourth, and first day of life. The tendency 
to bleed does not extend beyond a few weeks. 

Sex, — It occurs most frequently in females, in the ratio of 
three females to two males. In haemophilia, on the other 
hand, the ratio of incidence is thirteen males to one female. 

It is regarded as infectious in nature on account of, as 
stated above, (1) its acute onset, (2) its self-limited course, (3) 
the febrile temperature, (4) its ending in recovery or death, 
(5) its comparative frequency in hospital practice.^ The 
statistics of Boston Lying-in Hospital show a difference 
between the out- and in-patient departments of 0*47 per cent. 
The actual figures out of a series of 7,000 cases were — out- 
patients, 0*10 per cent; in-patients, 0*57 per cent. Ritter^ 
shows an incidence of 1*4 per cent in the Lying-in Asylum at 
Prague, and Epstein^ 8 per cent in the Foundling Asylum. 
Gsertner* found in two cases a short bacillus, resembling 
bacillus coli communis in some respects, which caused a similar 
disease in newborn dogs on injection. Holt reports a similar 
bacillus in cultures taken from the umbilical arteries, heart, 
and spleen of a child eight hours after death. Various other 
forms of pathogenic organisms have been found, so the bacterial 
causation is not yet settled. 

From the point of view of comparative anatomy it is worthy 
of note that there is a well-recognised disease of newly-born 
domestic animals, characterised by spontaneous, multiple sub- 
cutaneous, and other hsemorrhagic effusions, which becomes 
at times epidemic in districts. This disease occurs in the first 
few weeks of life, is of a very fatal type, and is generally 
supposed by veterinary pathologists to be due to infection by 
the umbilicus. 

Symptoms. — Restlessness, fretfulness, refusal of breast, and 
colicky pains are usually present. The facial appearance of the 
child changes very markedly, as was strikingly apparent in the 
first of the two cases noted above. Pallor of a greyish-yellow 

^ Archives of Pediatrics, vol. ii, 1894. 

2 Diseases of Infancy/ and Childhood (Holt). 

3 Loc. cit. 
* Loc. cit. 
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hue ia early raanifested, and is probably due to loss of blood. 
The face is pinched. The eyes become sunken, with black 
crescents under the lower lids, and the anterior fontanelle is 
depreeaed. The general condition is one of prostration. 

These prodromal symptoms are followed by the appearance 
of purpuric spots or patches of ecchymosis pari 'passu with 
the onset of hsetnorrhages from mucous tracts, such as stomach, 
mouth, nose» or intestines. There may be hemorrhages into 
the meninges, causing paralysis. 

If the haemorrhage is high up in the intestinal tract its 
tarry colour may simulate meconium, and thus it may be 
difficult to distinguish ; the napkin round the mass of dejecta 
has, however, usually a pinkish tinge. If that is insufficient, 
microscopic examination for blood should be made, or if there 
is disintegration of the corpuscular elements the chemico- 
niicroBCopic test for haemin crystals will resolve any doubt. 

There may be oozing from the umbilicus, usually capillary 
in nature, as in the second case noted above. Convulsions 
may ensue. Renal hgemorrhagic eifusions have not been 
noted as a rule, but several cases are reported in which this 
did occur. Ashby ^ inclines to the view that these cases are 
likely to have a specific cause. Epistaxis is also infrequent, 
but may be recurrent Holt'^ states this is often symptomatic 
of congenital syphilis. 

The pulse is rapid and feeble, and may be irregular, 
Respiration is often irregular, and increased in rate. Tem- 
perature is almost invariably elevated, ranging from 101° F. 
to 103'' F. ; 10(j' F. has been recorded, Epstein, quoted by 
Ashby, points out, with regard to temperature, that absence 
of fever at any one given time is no criterion as to a non- 
febrile condition, as children are notoriously liable to have 
great and sudden variations in temperature: thus, for a 
record of temperature to be of valne, it must be taken 
frequently. Loss of weight is rapid and great, 

Wentworth^ publishes records of a blood examination. 
The blood was thick, and the corpuscular elements stained 
badly. There was a large increase of polymorphonuclear 
forma of leucocytes. The percentage of haemoglobin was 12"5. 

Diarrbcea is present in a large number of cases. 

Durtxtion and jwognoais^—Town^end's^ statistics of observed 

— ^ Diseases of Children. 

^ Diseases of Infancy and Ckildiii^od, 

^ Texi'Booh of Pediatrics. 

* Archives of Fediatrxm^ 1894, vol. ii. 
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cases show a death-rate of 62 per cent; of collected cases, 
79 per cent. Half the fatal cases died in one day*s illness ; 
the remainder in less than one week's. Recovery took place 
within ten days, and, of the cases which recovered, two-thirds 
did so in five days. 

It appears that the early cessation or absence of gastro- 
intestinal haemorrhages is of good omen, especially if the 
child nurses well. Weak, irregular pulse and respiration, 
with high temperature and refusal of food, are of evil omen. 
No case should be regarded as hopeless, as recovery may take 
place under most adverse conditions. 

Diagnosis. — 1. Pseudo or precocious menstruation should 
be distinguished from this condition. The course and 
regularity of recurrence, with the absence of grave concomitant 
symptoms, suflSciently indicate the difierence between the 
conditions. 

2. Cases of so-called melaena neonatorum, if accompanied 
by febrile disturbance and running an acute course, probably 
belong to this category. 

3. Haemorrhage from the bowel due to gastric or intestinal 
ulcer, occurring in very early life, should be separated from 
the above disease. The presence of symptoms, such as 
haematemesis, occurring regularly after nursing and response 
to the special treatment for such conditions, as in the case 
reported by Morris and Feldham,^ with absence of the other 
symptoms of haemorrhagica neonatorum, will sufficiently 
indicate the diagnosis. The separation of the above disease, 
viz., gastric or intestinal ulcer, from haemorrhagica neonatorum 
has not as yet been done by most authors, but that it should 
be done is, I think, clearly demonstrated by the series of 
twenty-four cases of fatal infantile haemorrhage reported by 
Diisser, in which gastric ulcer was found post-mortem in 
nine cases and intestinal ulcer in four cases.^ Grainger 
Bisset ^ reports a case of pure melaena without haematemesis, 
in which gastric ulcer was found post-mortem, Goodhart* 
reports a case of gastric ulcer in an infant, 30 hours old, in 
which, after death, the ruptured vessel could be seen- with a 
hand lens lying in the floor of the ulcer. Ulcers of the 
stomach or intestine have also been described by Relliet, 
Billard, Henoch, Dreschfeld, and others. 



^ British Medical Journal^ 18th February, 1905. 

2 Thhe, Paris, 1889. 

3 Lancet, 8th July, 1905. 

* Path. Trans., London, 1883. 
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i, Swallowinj:,^ of blood from cracked or fissured nipples 
must be rem em be red. as well a.s blood swallowed from the 
maternal passages during parturition, if this latter event ever 
occurs. 

5. Septic arteritis or phlebitis, with aubsequent septic^emic 
rashes of a purpuric nature, ought to be excluded* It is not 
ordinary pyogenic organisms, so far as is known, that cause 
the typical disease of " haemorrhagica neonatorum." Examina- 
tion of the umbilicus will indicate the presence or absence of 
gross septic mischief, 

a. Hgemorrhagic effusions into various tissues, due to presence 
of congenital syphilis, as in Fischl's cases quoted by Ashby, 
are also excluded. The later appearance, the absence of febrile 
manifestations and the presence of other specific symptoms, 
w^ill, of course, differentiate the conditions, Townsend notes 
three of his cases with a clear syphilitic history in the 
parents, 

7, Hiemophilia ought to be clearly distinguished from 
" hsemorrhagica neonatorum." They are not similar conditions. 
The striking family history of bleeders so impresses the lay 
mind that, if present, one is nearly always obtainable. Its 
occurrence after trivial traumata, its incidence in males, and 
its persistent liability to recurrence are points to be clearly 
borne in mind. 

8. Acute fatty degeneration of the newborn (Buhrs disease) 
and h[emogiobinuria of the newborn (Winkel's disease) must 
also be distinguished. The early asphyxia, together with the 
grave icterus and cyanosis of the former, and the hEemo- 
globinuria, coma, collapse, and absence of fever of the latter, 
make a marked distinction. 

9- Infantile scorbutus and purpura hsemorrhagica need to 
be remembered. The association of the former disease with 
improper feeding, and the duration, early appearance of rash 
with the frequent joint affections and onset later in life of the 
latter, sufficiently differentiate the diseases. 

Marhid anatomy. — No gross lesions were found in typical 
cases. The bleedings were usually capillary, and showed a 
striking impartiality as to situation, being found in order of 
frequency in skin and subcutaneous tissues, mucous tracts, 
umbilicus, abdominal cavity, pleural cavity, meninges, thymus, 
&e, Am^mia of the internal organs was usually marked. 

In review of cases such as above, one endeavours to arrange 
their more characteristic features according to their supposed 
clinical value, and compare the conception of the disease thus 
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arrived at with some more familiar type apparently having 
similarity to the one under review, and, working back from 
these grounds, endeavour to get at some working conception 
of the etiology and pathology of the condition, and the 
physiological facts which have a bearing on the subject. 
As already stated, the essential symptom of haemorrhagica 
neonatorum is the occurrence of bleeding from the smaller 
vessels, and, naturally, association of the disease with purpuric 
conditions generally, and with haemophilia in particular, is 
first thought of. The etiology of both these forms of disease 
is still obscure, but their clinical features have been most 
closely observed and circumspectly detailed. To obtain any 
intelligent conception of the subject, certain physiological 
conditions, abrogation of which permits of haemorrhagic mani- 
festations, must be clearly borne in mind. Briefly, they are 
as follows : — 

Haemorrhage into the tissues may result from — 

1. Undue intravascular tension, as in violent effort. 

2. Lessened extravascular pressure, intravascular tension 
remaining normal, as in climbing high altitudes. 

3. Disease of vascular walls, as in malnutrition. 

4. Traumatism to vessel walls. 

5. Disorders to perivascular tissues lessening normal support 
to vessel walls, as the evacuation of an abscess. 

6. Constitutional conditions, as specific fevers, septicaemia, 
drug toxaemias, rheumatic or gouty diathesis, renal, tubercular, 
malignant, or other cachexias, and, lastly, nervous disorders. 

The possible three which operate in haemorrhagica neona- 
torum are the first two, viz., mechanical causes due to alterations 
in intravascular tension and extravascular pressure (which 
necessarily arise as a consequence of the change in the pressure 
conditions of the child's environment on its entering an exist- 
ence apart from the mother), and the last, viz., constitutional 
conditions. Mechanical causes do not explain all the symptoms, 
and at best can only aid in their production, and, necessarily, 
the last factor must be given the first place as an etiological 
agent. As stated above, the weight of evidence favours a 
bacterial cause, the selective action of the toxin probably 
being the most potent factor in the production of the lesions 
observed, although as yet neither the theory of an infectious 
poison, nor that of a specific bacterium, has been absolutely 
verified. 

Henoch ^ inclines to the view that all haemorrhagic diseases 
are allied, but the analogy is only in the local anatomical 

1 Clinical Lectures on Infantile Diseases^ New Sydenham Society, 1895. 
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ilistribiitioii of the lesions — the causal factor must differ in 
each case. Thus, the infective nature of the condition 
hemorrhagica neonatorum running its acute course dis- 
tinguishes it clearly from ordinary purpura ; where probably 
the rheumatic or other poison acting on the same vessels 
produces symptoms which superficially are alike, but which 
differ iu their late appearance, their n on -infective character, 
and in the presence of the arthritic symptoms which have not 
been noted in the former disease. 

Other theories of causation may be mentioned. Kiwisch 
and Landau suggest too early ligation of the cord as a cause j the 
former suggesting that a hyperaemia of the mucous membranes 
occurs, doe to the sudden occlusion of the umbilical arteries, 
the latter that ligature was performed before the full establish- 
ment of respiration, and, later, emboli were aspirated into the 
circulation from coagulated blood in the umbilical vein. None 
of these factors were operative in the two cases mentioned 
above. The hEemophilic diathesis should be, I think, altogether 
excluded. Rotch^ reports a case in which circumcision was 
performed a few days after recovery from hemorrhagica 
neonatorum. Other cases are recorded in which omphalor- 
rhagia was present, yet after recovery the cord dropped off' 
without further bleeding. From the point of view of treat- 
ment and prognosis it is essential to distinguish between them, 
as we can thus approach the case in a much more hopeful 
spirit Townsend - strongly emphasises this view, and quotes 
a very striking ease in its support. 

Treatraent — Perfect rest and quiet must be insisted on» 
together with careful and persistent feeding, either with spoon 
or dropper. The mother's breast should be exhausted, and 
the child fed with this or with carefully prepared artiticial , 
diet. This alone may be sufficient to prevent a fatal issae. 
Warmth on the appearance of collapse, and the exhibition of 
alcohol in minute doses, even in the stage of bleeding, are of 
value. Astringents for the internal bleeding are of doubtful 
value, as the amount of digestive disturbance more than 
counterbalances their usefulness, at least in the case of ergot 
or mineral acids. Calcium chloride should be tried in the less 
acute cases. Adrenalin is of value for local use, such as mouth 
or surface scratches. Umbilical htemorrhage is best controlled 
by judicious pressure with a sterilised pad of cotton- wooh 
The method of fixation is simple ; the pad is applied, and the 

' Test-booi' of. Pediatrics. 

2 Archiv€^ of P^diatnct^ voL ii, ia89» 
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gkin of the abdomen folded over it and held thus by adhesive 
plaster, and the binder fixed above. 

General treatment afibrds most hope, and careful attention 
to feeding, warmth, stimulation, and general hygiene is of 
more importance than treatment by any known drugs. 



IV. — FiKCAL MASS IN CAECUM RETAINED BY A SIMPLE STRICTURE, 
AND DIAGNOSED AS CANCER OF SMALL INTESTINE. 

By Dr. G. Balfour Marshall. 

Although the following case does not, strictly speaking, 
come within the domain of gynaecology, yet I think it will 
prove of sufficient interest to justify my bringing it before 
the Society, more especially as the gynaecologist has not 
infrequently to determine whether a tumour belongs to a 
pelvic or abdominal organ. 

Mrs. S., aged 46, was first seen by me on 16th March, 1905. 
She complained of the presence of a small lump in the abdomen 
to which she attributed the abdominal symptoms from which 
she suffered. She was a thin woman, somewhat emaciated, 
and a chronic dyspeptic. Her teeth were mostly absent, and 
she had numerous carious stumps in the gums which would 
cause continued oral sepsis. There was pain and a sense of 
fulness in the epigastrium after eating, but she complained 
most of the colicky pains in the abdomen, from which she was 
never free for a single day. She was habitually costive, and 
for years had taken laxatives, without which the bowels would 
remain confined for several days at a time. 

Abdominal eaximination, — The abdominal wall was very 
thin, so that intestinal movements were readily seen, and 
examination rendered easy. A hard lump lay in the right 
lower quadrant of the abdomen, ovoid in shape, slightly 
irregular, and of hen's egg size. It was freely movable, and 
could be pushed in all directions in the right half of the 
abdomen, viz., up to the costal margin, as far as the middle 
line in the umbilical region, on to the iliac crest in front, and 
down into the pelvis. 

On making a bimanual examination the tumour could be 
grasped between the fingers and freely moved in the right half 
of the pelvis, as if it were a small ovarian tumour with a long 
pedicle. When the tumour was squeezed there was no 
tenderness, and its consistency suggested a cancerous mass. 

My first diagnosis lay between a cancer of the small intestine, 
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a csecal tumouTj or a solid ovarian tumour with a long pedicle* 
The tomour's connection with any other organ could be 
excluded, while a second examination showed it could not be 
OYarian. 

The state of the patient's health quite excluded any 
immediate operation, and as the diagnosis was by no means 
certain, I kept her under observation. She was placed on 
careful diet as well as medicinal treatment, while a very 
necussary new set of teeth was prescribed and obtained 

She suffered much from flatulent distension of the abdomen, 
and I noticed that the more distended the intestines were the 
more the tumour tended to take tip a position near the 
umbilicus. On the other hand, if examined after a good 
evacuation of the bowels and when the abdomen was flaccid, 
the tumour occupied a position in the region of the caput 
esRCum, 

A noticeable and interesting point in connection with the 
attacks of colicky pain was the manner in which, day after 
day, they would commence aboot four in the morning and 
persist till the bowels were evacuated- At other times the 
pains would last more or less till the afternoon, especially if 
the bowels had not moved that morning. 

The tumour, during the eight months I had the patient 
under observation, did not apparently get any larger, it retained 
its former mobility, and formed no adhesions. 

As already mentioned, I at tirst thought it might be con- 
nected with the caecum, but excluded this owing to its great 
range of movement As events proved, this opinion was 
really the correct one, the great mobility being due to a long 
mesocolon, 

I finally came to the conclusion that the case was one of 
cancer of the ileum, for the following reasons :— 

1. Its size, shapcj and consistency. It did not seem to 
increase in size, but a slight increase is difficult to estimate, 
and these tumours may be of slow growth. 

2» Its position and range of mobility. 

3* The persistent colicky pains and periodicity of their 
onset, which I regarded as due to difhculty of the intestinal 
contents passing the cancerous constriction low down in the 
ileum. These cramps, however, proved to be due to a simple 
stricture between csecum and colon, which a faecal mass, 
diagnosed a.*s a cancer, could not pass. 

Under treatment the patient's health improved considerablyj 
although the daily attacks of colicky pain continued. 

She was seen in November, 1905, by Mr* Parry, who favoured 
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my diagnosis, and in that month she was admitted to the 
Victoria Infirmary and underwent operation. I am indebted 
to Mr. Parry for the following description of the operation : — 

Operation (80th November, 1905). — The abdomen was 
opened through an incision midway between umbilicus and 
pubes, and the caecum, which was freely movable, was brought 
into the wound. It was found to contain a large faecal 
concretion, of the size of a hen's egg, which was freely movable 
in the caecum, and was easily broken up by pressure of the 
finger and thumb. As no part of it could be dislodged from 
the caecum, it was presumed that a stricture was present. No 
thickening nor narrowing, however, could be made out in the 
colon above the seat of the concretion. Believing that another 
mass might be present, the hand was introduced for the 
purpose of examining the rest of the bowel, when several 
bodies were noted, which on pressure emitted a peculiar grating 
sound, in a loop of the ileum lying in the pelvis. This loop 
was drawn out, incised, and several large plum-stones removed 
from it, the wound being then closed by a purse-string suture. 
Nothing further being discovered, attention was once more 
directed to the broken-up mass in the caecum, which was 
removed through an incision, and had the appearance of having 
been in the bowel for some time. 

On examination of the interior of the caecum a stricture was 
revealed, through which a bougie of the size of a lead pencil 
could be passed. The incision in the caecum was continued 
through the stricture into the colon, when it was seen that the 
stricture was of an entirely simple character. 

In the closing of the wound of the bowel, the first suture 
picked up the tissues at the upper and lower angles, thus 
making the wound a transverse one, thereby increasing the 
diameter of the bowel at the point where the stricture had 
occurred. The abdominal wound was closed by the introduction 
of deep and superficial sutures. 

Recovery was uninterrupted. 

I saw the patient recently. She is doing well and has 
practically been free of the persistent colicky pains from which 
she so long suffered. How long the faecal concretion had lain 
in the caecum, over and above the eight months I had it under 
observation, it is difficult to say, but it must have caused a 
considerable amount of obstruction, as it would act like a bullet 
valve against the narrow stricture in the bowel. 
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Meeting V. — 28th February, 1906. 



The .President, Dr. J. K. Kelly, in the Chair. 

I. — SPECIMENS. 
A, By Dr. Scott M*Greqor. 

Multiple myomata of uterus with hydrosalpinx. 

J]. By Dr. S. J. M. Cameron. 

1. Specimen of uterine fibro-myomas complicated by 
carcinoma cervicis. 

2. Specimen of fibro-myoma of the ovarian ligament — ovary 
uninvolved — Fallopian tube stretched on the surface of the 
tumour. Chief symptom was ovarian pain produced by 
pressure of the tumour on the ovary. 

3. Chorio-epithelioma. — The chief mass of the tumour was 
situated at the fundus. This growth had penetrated right 
through the uterine wall, the fungating portion on the 
peritoneal coat being enveloped by omentum. Blood-clot was 
present between the omentum and the uterus. A smaller 
nodule was present in the lower part of the uterus. Secondary 
deposits were found in the lungs. There was a history of 
abortion. 

C. Br Dr. J. M. Munro Kerr. 
Cystic tumour of broad ligament removed during labour. 

n. By Dr. J. K. Kelly. 

1. Tubal pregnancy. 

2. Fibroid tumour of uterus. 

3. Fibroid tumour of uterus, with tubes and ovaries. 

IL — CASE OF CESAREAN SECTION FOR RACHITIC PELVIS. 
By Dr. James Laurie (Greenock). 

On Wednesday, 11th May, 1904, I was asked by Dr. Russell 
(the patient's medical attendant) to see a case requiring 



craniotomy. The woman had felt ill from Monday, and been in 
labour from the night previously* I found her to be a young 
woman, 27 years of age; height, 4 feet 8 inches, 

Thia was her second pregnancy, and Dr. Russell had to 
perform craniotomy and evisceration before he could extract 
the tcetus in the first pregnancy, which occurred eighteen 
months previously. 

I saw and examined her about 4< P,M, There was a dirty 
vaginal discharge; she was in constant pain — necessitating 
the giving of chloroform. Examination revealed a narrow 
pelvic brim and large promontory; the head could be felt 
high, and bobbed on the finger ; no attempt at being engaged ; 
the conjugate measured under 2 inches. 

The fact that the discharge was at least not sterile, the 
great distance the head was from the outlet, the narrow 
conjugate, and the possibility there was of the child being 
alive, decided me to advise Ci^esarean section rather than a 
vaginal operation, as I considered the risk of sepsis by the 
vaginal route greater and more difficult to deal with than 
would obtain by an abdominal section. 

Operation was arranged for S RM. Instructions were given 
to have all available kettles tilled and boiling, and the district 
nurse would call and do the rest 

With the exception of a vaginal douche given by the nurse, 
no cleansing or preparation was attempted until the patient 
was under chloroform. The hands, having been washed in 
soap and water and one-half per cent lysol, were gloved, the 
vagina well cleansed with lysol, douched with saline, the 
pubes shaved, and the catheter passed. The gloves were 
removed and the abdomen and thighs thoroughly cleansed 
with soap and water and lysol, shaved, and finished with 
turpentine and spirit, and covered with gauze soaked in spirit. 
Our hands and arms were again washed and soaked in 
permanganate and oxalate solution, and finally rubbed with 
sterile gauze soaked in spirits of wine. 

The incision was made in the middle line, and the uterus 
was found slightly rotated to the right This was rectified 
and maintained by Dr. Hunter Kay, who steadied the uterus. 
Large gauze pads were packed around the uterus and into 
the pelvis. The uterus was incised without the aid of 
pessary or elastic ligature, membranes exposed, and incision 
extended by straight blunt- pointed scissors. The child was 
extracted, apparently dead, but lived for eighteen hours, the 
placenta and membranes removed; the uterus meanwhile 
being compressed by Dr. Kay* The uterus was now raised 
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and everted, and hot saline solution poured into it Bleeding 
was alight The uterine incision was closed by boiled silk 
sutures, about eight being used The tubes were cut between 
ligatures, and raw surfaces touched with pure carbolic. The 
abdominal cavity and pelvis were mopped with gauze soaked 
in saline, and closed by through -and -through silkworm-gut 
sutures, sponged with spirit, and dressed with dry sterile 
gauze. On the second day the lowest suture was found to 
have given way and a loop of bowel protruding. This was 
washed with saline and replaced, and gave no further trouble. 
The stitches were removed on the twelfth day. The patient 
was kept in bed for a month. She is well, and has no 
abdominal hernia; wears a belt. 8he is four days ill at 
her periods, but loses a great deal more blood than she 
used to do. 

The operation was performed in the kitchen of a small 
three* apartment house. 

I have to thank Drs. D. Kussell and Hunter Kay for their 
assistance at the operation, and Dr. Conner for his services 
as chloroformist. 



III. --TWO CASES OF OPERATION FOR INCOMPLETE RUPTCTRE OF 
THE PERIN/EUM. 

By Dr. James Lauhik ((itiEENocic). 

The cases to which I wish to draw your attention for a 
few moments are ones which suffered from a laceration at 
their first birth. In neither case wa^^^ the rent stitched, and 
in both cases similar conditions were present, viz., rectocele, 
with discomfort and invalidism. The vagina was lax, 
admitting easily the closed fist, and prolapse of the uterus 
was present, In case Mrs. A, the uterine prolapse was more 
ailvanced than Mrs. B, although Mrs. A had had only one 
child and Mrs. B three. In both the sphincter was intact^ 
but the peringeum only measured about half an inch. 

The operation adopted was one advised by Pryor,^ and 
consists of denudation of the vaginal mucous membrane over 
a triangular area, the apex of the triangle being at the 
highest point of the rectocele, the sides of the triangle passing 
external to the lateral retracted angles, the base, of course, 
being the muco-cutaneous border of the vaginal outlet. 

The denudation is performed with scissors curved on the 
flat, assisted by two fingers placed in the rectum to steady 
1 Pryor, O^ntecolog^^ 1903. 
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the parts and act as a guide. Still maintaining the fingers 
in the rectum the sutures are inserted, beginning at the apex 
and passing the needle downwards and inwards, emerging 
at the middle line; and then passing it upwards and out- 
wards, emerging opposite its point of entrance. Perineal 
sutures are similarly passed, all one-quarter inch apart and 
of absorbable material. I used 16-day chromic gut. At the 
retracted angles Pryor advises fine silver wire, but I used 
silkworm-gut, and these sutures must be sunk deeply into 
the retracted angles, in order to get a hold of the retracted 
fibres of the levator and its fascia. The needle is sunk 
downwards and outwards, and, in bringing it to the middle 
line, you ought to feel the resistance that it encounters in 
passing through the muscle and fascia. In passing it through 
the opposite side the needle passes downwards and outwards 
before emerging, and not straight across. The sphincter is 
now fully stretched, the hands sterilised, and stitches tied 
after the parts have been irrigated with saline solution. Dry 
sterile gauze is laid over the parts, renewed in two days, and 
the nurse instructed to irrigate the parts daily with hot 
saline. The bowels are kept open by Epsom salts. 

This operation, when completed, restores the pelvic dia- 
phragm and gives a perinaeum of 2^ inches, reduces the 
rectocele, lifts the vaginal outlet so that the vaginal axis is 
below the pelvic brim, and the intra-abdominal pressure 
forces the anterior vaginal wall against the posterior, and 
keeps the vagina closed. 

IV. — PYELONEPHRITIS COMPLICATING THE PUERPERIUM. 
By Dr. R O. Adamson. 

There is nothing, you will agree, more desirable than a 
normal paerperium. Any abnormal interruption to its course 
occasions great anxiety, and I am hopeful that the relation 
of two cases of puerperal pyelonephritis may be of some 
interest. I have chosen them rather than any cases in 
which I might feel reason to congratulate myself, as I 
think the narration of our anxieties and disappointments of 
more value to ourselves and others. 

I make no apology for a bare presentment of the cases, for 
1 understand the object of our meeting is to relate experience, 
and not to evolve any elaborate thesis. I do not know that 
these cases are common. The two cases I relate are the only 
ones I have seen. 



Case I. — Mrs, X,, set 27, primipara. History before her 
pregnancy unknown to me; of fair, rather delicate type. 
An ilhieas, possibly appendicitis, had occurred some years 
previously: 

Daring pregnancy, was severely dyspeptic in the usual 
way for several months, and more or less all through the 
time. Had also an attack of intestinal colic. At the sixth 
month a slight cystitis developed, and rapidly subsided under 
boric acid and benzoate of soda. In the eighth month there 
was pain, apparently caused by a slight urethritis, with sonje 
discharge. This was relieved in two days by local applica- 
tions, and boric acid internally. 

Ddivm^y. — A month later, during which time all seemed 
well, she was delivered of a female child, by forceps, after 
a fairly severe labour. The perineum required stitching, 
being moderately torn; some of the membranes had to be 
removed by the hand. She bore all very well 

PaerperiunL — There was retention of urine for three days, 
carefully relieved by catheter by the nurse. The tempera- 
ture being 904" on the third day, I douched the vagina with 
weak sublimate and carbolic lotion. On the fifth day there 
was again retention of nrine. The bowels moved well on 
that day. Progress thereafter was satisfactorj^ ; the tempera- 
ture was normal, but the pulse was noticed on several 
occasions to he between 90 and 100, 

There was some headache on the ninth day, and occasionally 
thereafter, but the general condition was good, though strength 
returned slowly, 

There was at no time any indication of cystitis. The 
perineum healed well, save the anterior stitch, which 
separated, and granulated. 8he was out of bed on the 
nineteenth day for an hour, I had left for a short holiday 
some days previously. On the twentieth day she became 
sick, and vomited ; the tongue was coated, and the tempera- 
ture rose to 102"', and later to lO*"", with headache and 
prostration. On the twenty-tirst day there was continuation 
of vomiting and fever. The uterus was mobile, the os 
externum closed w^eil, but I douched the uterine cavity 
thoroughly. Nothing came away. The right kidney was 
now found to be tender and enlarged, and the urine to contain 
1 in 1,000 of albumen, and abundant pus and epithelium, 
signiBcant of pyelitis. The temperature that day reached 
1052° 

I need not detail the treatment applied from the beginning 
to relieve sickness, fever, and pain. Boric was now being 
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given in doses of 20 grains each sixth hour, and while taking 
it the sickness ceased, so that the drug was not in any way 
the cause of the sickness. On the twenty-fifth day an intense 
itching urticarial rash developed over the body, with great 
irritation in the vulva. Salol and quinine were substituted 
for boric acid. On the twenty-sixth day a large amount of 
shreddy purulent matter was observed in the urine. There 
was no cystitis, the symptoms of this being absent, and the 
bladder was washed out several times. After the first 
washing the fluid was returning clear. The urine was always 
acid. The diagnosis so far was acute nephropyelitis, and 
possibly the bursting of an abscess in the kidney. By the 
twenty-eighth day there were chilly feelings in the afternoon, 
rise of temperature, and more pain in the right flank, and a 
further focus of infection in the kidney was considered 
probable. She then took 60 grains of salol daily, and 12 
grains of quinine. In two days more there was decided 
improvement. A slight carboluria developed, so half the salol 
was replaced by urotropine. 

By the thirty-fourth day the temperature and pulse were 
normal, and the violence of the illness had been for days 
abated. Convalescence was now entered upon. There was 
still, roughly speaking, 1^ oz. of pus in the twenty-four hours, 
and examination revealed tubercle bacilli, and other organisms 
resembling bacillus coli communis. The examination for 
tubercle bacilli was made because the case cleared up so 
slowly. Santol oil, creosote, guaiacol, and iron were now 
given at various periods. By the forty-eighth day the pus 
was much less, and she was getting up daily. The presence 
of tubercle bacilli 'Was several times confirmed by different 
observers. The drugs mentioned were given in large doses. 
Tubercle bacilli were never abundant. General progress 
was good after this, though there was inconvenience from 
muscular weakness and retro versio uteri. The bladder was 
douched out from time to time. No tubercular mischief in 
any other part of the body was detected. 

Seen by other medical men, the diagnosis of a mixed 
tubercular infection of the kidney was sustained. Change 
of air and general tonic measures were adopted. Pus 
gradually disappeared from the urine. The presumption was 
that the focus of mischief had healed, or, more likely, that 
it had become shut off from the active channels of the kidney 
and the ureter. A year later she was wonderfully well, and 
I believe she has so continued. I have omitted many details 
of treatment for the sake of brevity. 
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While the exact etiology of this illness is uncertain, the 
presence of forraer cyatitiH and urethritis, the retention of 
urine subsequent to delivery, and the use of the catheter are 
significant There was apparently a tendency to genito- 
urinary infection. While the bladder was not directly 
in%^olved at all, it seems likely that from it or the urethra 
a lymphatic infection upwards by the vessels of the ureter 
gradually reached the pelvia of the kidney^and there, possibly 
meeting with some latent tubercular focus in the kidney, 
started the acute mixed infection. 

I considered that the action of salol was decidedly favour- 
able in this case, when pushed to a slight degree of 
carboluria. 

Case IL — Mrs. A., ii-para, set 29, was perfectly healthy 
in every w^ay during the pregnancy ; especially w^ere there 
no signs or symptotns of cystitis or urethritis* 

At labour the vertex presented right occiput posterior, 
and rotated backwards. Pains were good, descent steady, 
add eventually I shelled out the head in that position, under 
deep anaesthesia, wdthout tear or bruising. 

The puerperium up to the fifteenth day was perfectly 
normal, save for the use of the catheter for four days. This 
was carefully done by a good nurse, and thereafter there 
was no trouble, nor symptoms of any geni to- urinary disorder. 
On the evening of the fifteenth day a slight rise in the 
temperature occurred, and this was maintained on the 
sixteenth day, and increased to 102"4!° on the seventeenth 
day. I could find nothing, but as she complained of a slight 
pain in the right lumbar region, and the thorax being 
unafiected, I had a specimen of urine drawn otf* by catheter. 
It contained albumen^ about 1 in 1,000, hlood-cells, granular 
and epithelial casts, abundant pus cells, and many columnar 
epithelial cells, suggestive of the renal pelvis. There was 
no evidence of cystitis. From the signs, and the region of 
the pain, I concluded the right kidney to be affected. About 
10 gra of boric acid four times daily had no effect for two 
days, but the symptoms, though distinct, were not alarming. 
The bowels had been freely moved, and on the nineteenth 
day the temperature was falling. The urine had been and 
continued acid. 

On the twentieth day the symptoms recrudesced, and salol 
in 15 gr. doses was now given every four hours, and 10 gra 
boric acid alternately every four hours. From this point 
recovery was rapid and continuous, and it has been complete. 

VOL* V. N 
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Now, how did this complication arise ? Again the use of 
the catheter is significant, though all precautions were taken. 
Whatever and wherein the original focus, in bladder or 
urethra, I suggest there was an ascending lymphatic infection 
along the ureter. There were no tubercle bacilli in the 
urine. I regret I did not determine the actual organism 
present. 

If these cases have a lesson it is this — that during preg- 
nancy investigation should be made periodically of the urine 
for pus, and, if necessary, of the urethra and bladder; that 
if any cystitis or urethritis arise, they should be persistently 
treated beyond apparent recovery, and carefully watched; 
that in the puerperium the use of the catheter, as we all 
know, must be scrupulously correct (inter alia, are we to 
leave it to the nurse?); that if the catheter be used then boric 
acid or salol, or both, should be at the same time administered 
as prophylactics ; that, if complications in the urinary tract 
do arise, the use of these two drugs very freely, along with 
other treatment indicated by the special features of the c«fee, 
is likely to be beneficial. 



V. — CASE OF MEASLES IN A MULTIPARA AT END OF PREGNANCY, 
LABOUR OCCURRING ON THIRD DAY OF FEVER. 

By Dr. Arch. T. Campbell. 

Mrs. M'D., set. 28, was going about as usual near the end 
of her pregnancy, when measles were very prevalent in the 
district, and a few days after having been in contact with 
the mother of a child who was suffering from measles she 
showed symptoms. The temperature was about 100°, and 
she had the typical rash, with bronchial catarrh and a severe 
hacking cough. On the third day of the attack she com- 
plained of pains, and on examination it was evident that 
labour had commenced. Labour lasted for about fourteen 
hours, and as she felt rather weak, and the os being dilated, 
chloroform was administered and a healthy male child 
delivered by forceps. 

With the exception of a very troublesome laryngitis the 
patient made an excellent recovery, and was convalescent on 
the twentieth day. The infant remained free of any infection, 
the mother not being allowed to nurse him. 



HYDRAMNIOS. 1&5 

VL — TWO CASES OF HTDRAMNIOS. 
By Dr. James Craig. 

If we define the word " hydramnios " as a condition of 
things in which we have an excessive secretion of liquor 
amnii, with a number of attendant symptoms, in the prep^nant 
woman, that will be perhaps sufficiently practical for the 
purposes of thif* short paper No doubt a threat many 
refinements and modifications of this term might be included 
here, such as hydrorrhea gravidarum, hydrops amnii, &c., 
but too much finessing and subdividing often only confuse 
the issue and overcloud the object of our enquiry. 

Case L^ — The first case I shall speak of is that of a woman 
in the fifth month of pregnancy, who thought her condition 
so much advanced that she was afraid of making any mistake 
in the engagement of the nurse. It was her fourth pregnancy, 
and she felt so much different from that of previous occasions 
that she wondered if any mistake had been made. On talking 
over matters with her at the bedside^ I elicited the informa- 
tion that two or three weeks ago a pale watery fluid had 
come away in small quantities for two or three days, but she 
attached no importance to it, thinking it only urine which 
had dribbled away. On examination I found the fundus of 
the uterus above the umblicus, spreading out on either side 
as she lay down on her back. It was soft and easily com- 
pressible, and rhythmic contractions could be seen now and 
again. On deeper palpation, the harder elements of the 
f fetus could be felt, and the body could be pushed from one 
side to the other. On examination per vaginani the cavity 
was felt to be very moist^ probably from a heightened activity 
of all the glands there, and the os was felt large and spongy, 
and so open that you could touch the membranes and have 
a very exaggerated form of ballottement To my mind there 
was no doubt that the condition was one of hydramnios, and 
after giving some simple instructions, exphxining the matter 
to her, and asking her to let me know occaBionally how she 
was keeping, I left the house. In the evening of that same 
day I waa summoned hurriedly to this patient, and found 
the floor pretty w^ell saturated with fluid. As she sat at 
tea, she explained, she felt something give way, and this was 
the result. As there were no pains, and the child seemed to 
be alive, I left, and called next morning to find her very well 
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indeed. I kept her in bed two or three days, and then 
allowed her up to her duties. Between the seventh and 
eighth month of this same woman's pregnancy I was called 
to her again for the sudden escape of a large quantity of 
fluid. The child being still alive, and no pains, I did not 
think it judicious to interfere. When she reached the ninth 
month of pregnancy her condition was such that locomotion 
was impossible, and she had to lie in bed. Near the close 
of the ninth month her breathing became bad and sleep was 
impossible. When I spoke about induction of labour, her 
friends were opposed to it and would not give their consent. 
Two or three days afterwards, when labour started naturally 
and the membranes ruptured, the nurse told me she thought 
a miniature flood had taken place. I had advised her 
previously about the large quantity of fluid which would 
come away as the " waters," but all the vessels she had ready 
were much too small for the large amount of fluid which 
came. The case terminated with the birth of a healthy baby 
boy, and the mother's recovery was quite uneventful. There 
was no great bleeding, and no excess of lochial discharge. 

Case II. — The next case is somewhat different from the 
previous one. The former patient was stout and tall, but 
this one was small and thin. The present pregnancy was her 
sixth, and the other pregnancies in which I had attended her 
were remarkable for nothing very special. In the pregnancy 
before this one, the little girl boi-n had a bad naevus of the 
upper lip, which broke down and had to be operated upon. 
I was called to see her, when she was eight months and 
a week pregnant, on account of orthopnoea and excessive 
dropsy of the body, even the face being swollen. She was 
sitting up on a chair-bed, with her two hands on each side of 
her for fixation of the trunk, such as one sees in asthmatics, 
and the look on her face was a mixed one of anxiety and 
despair. In this case I was prepared to find something wrong 
with the heart or kidneys, or both, but I was disappointed, 
because both these organs seemed perfectly healthy. On 
looking at the abdomen, she made some remark about twins, 
but to my mind the abdominal contents were more likely to 
be triplets or quadruplets. It was enormously distended, and 
I am sorry I have not the original notes to give you the 
accurate measurement. In this case there were no rhythmic 
contractions of the uterus, and the body inside could not be 
moved from one side to the other. There had been the most 
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obstinate constipation for some time in spite of taking certain 
medicine. On examining per vaginarti the niembranea could 
be fett protruding down through the os and as thin as a 
wafer. The presentation seemed quite a natural one. She 
also liad incontinence of urine on account of pressure on the 
bladder; indeed, it often dribbled away from her unconsciously, 
and its presence to her was indicated by the smell. The con- 
dition of the woman was such as to instigate one to interfere 
at once. When one sees a cane like this, one has an instinctive 
longing to adopt some active means of treatment But 
private practice is a very much different thing from hospital 
work, and one has always the impassable barrier, on many 
occasions, of the patient's friends to break down or get over 
by diplomacy. Patients, as a rule, are fairly easily handled, 
but their friends on many occasions are the greatest difficulties 
one has to contend with. In this xase, however, the vis 
medicat7'ix naturte came to my aid again. Probably on 
account of my repeated examinations the uterus got stimu- 
lated to greater contractions, and labour came on naturally. 
The case went on a very long time on account of the uterine 
inertia from over-distension, but ternjinated naturally with 
the birth of a girl. After waiting about forty -live minutes 
on the detachment of the placenta I had to introduce my 
hand, when I found it hanging by the membranes in the 
upper part. Convalescence was slow, but everything went 
on quite naturally, except that there was a very profuse 
lochial discharere for some weeks afterwards. 
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The.se are two typical cases of the symptoms of excess of 
liquor amnii as met with in general practice. But there are 
a great number of lesser forms of this condition, A good 
nuiny of these long, tedious, delayed labours, w^ith slight 
uterine contractions and a continual oozing of liquor amnii, 
must be classed in this category, and fait to be recognised 
until one is called into the actual scene of labour. How much 
better would it be could we see these patients occasionally 
before the actual labour, I give such people as much season- 
able advice as possible when they call to engage me for their 
confinements, and, when in doubt, I insist on examining them 
at their own homes. One often feels the want of a leaflet of 
some kind, such as the Public Health Department of Glasgow 
gives to people who have infectious disease in their homes, 
or such as is given to patients at many dispensaries at home 
and abroad in regard to the details of treatment. If this 
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Society could draw up such a thing, with a few hints to 
parturient women as to the indication of certain symptoms, 
I am sure it would be a great boon to the general medical 
practitioner. The ignorance of even the intelligent section 
of the community, amidst which we practise, on even the 
veriest details of treatment is simply appalling. If an 
ordinary medical practitioner were to draw up a leaflet of 
such a kind, containing sage advice to the parturient woman, 
his colleagues would be apt to smell something unprofessional 
in the novelty ; and he himself would naturally shrink from 
it as being something in the nature of an oblique method 
of advertising himself. Notwithstanding all this, if the 
practice of our profession is but the commonsense application 
of methodised knowledge, we should hail every method with 
satisfaction which brings the lay mind into closer fellowship 
with the professional one. The parturient woman is too 
often under the influence of people who are not always the 
most accurate in giving advice, no matter how well-intentioned 
they may be. What we want is some leaflet drawn up to 
point out the advantages of cleanliness, loose clothing, regula- 
tion of bowels, condition of urine, exercise, &c. A few of 
these simple facts becoming widely known would be of 
considerable service to such people, and would certainly be 
of incalculable benefit to the practitioner in enabling him 
to get variations from normal in an early stage when they 
could be more easily and more rationally dealt with. 



Meeting VI. — 28th March, 1906. 



The President, Dr. J. K. Kelly, in the Chair, 

I. — specimens. 
A. By Dr. Robert Jardine. 

Uterus removed to prevent pregnancy after Csesarean 
section, which had been performed previously in the same 
patient. The operation was complicated by dense adhesions 
in front of the uterus, the result of the former operation. 



KOTOS ON INTERESTING CASES. 



£, Bt Db. Johk Lindsay, 



Acardiac raonster (foetus aaiorphus anideus) delivered from 
the aterus of a cow along with a calf, at full term, from the 
same ovum a.-s the accompany in g twin. 

a By Dr. J. K. Kklly, 
Fibroid uterus undergoing sarcomatous degeneration* 

II.— NOTES OK INTERESTING CASES. 
Br Dr. a. J. Wilson. 

T. — Apoplexy duHng labour ? 

Personal kistory. — The patient, Mrs. M*, ii-para, was 22 years 
of age^ and six months pregnant. There was nothing unusual 
ahout the previous labour. 8he was always strong and 
healthy, and never had any serious illness ; no history of 
rheumatism, Bright's disease, syphilis, or "fits" of any kind. 

There are only two points in the family history worth 
noting, viz., that her father died of phthisis and her brother 
from general paralysis of the insane. 

History of illness. — On 13th July, 1904, the patient was 
quite well, and went to bed as usual without making any 
complaint; but in the early hours of the morning her husband 
was startled by some one clutching at lus arm, and he awoke 
to tind that his wife was in what he described as a tit He 
noticed, moreover, that she had vomited 8ome dark -coloured 
material which he thought contained blood. A neighbour who 
was called in noticed also that the patient had passed urine 
involuntarily. There was no recurrence of the tits. 

When I arrived I found the patient in a comatose condition. 
The temperature was slightly raised, and the pulse rather 
quicker than normal, but there was nothing unusual about the 
pupils, and there was no oedema of the face or ankles, and no 
evident paralysis. The heart sounds were pure. As the 
patient was six months pregnant, my provisional diagnosis 
was "eclampsia,'* and I gave her 2 drops of croton oil and an 
enema of soap and water, and shortly afterwards 15 grs. of 
chloral. I called several hours later, and was told that no 
more fits had taken place, but .she was still unconscious, and 
I decided to induce labour. 

The OS was found to be sufficiently dilated to admit two 
fingers, and it was comparatively easy to dilate the cervix 
manually^ perform version, rupture the membranes, and 
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extract the foetus. I did not pass a catheter before inducing 
labour, as the patient had passed urine involuntarily shortly 
before ; but in the afternoon, on passing an instrument to get 
some urine for examination, I found the bladder empty. As 
there was no return of consciousness I injected about a quart 
of saline solution subcutaneously, ordered hot poultices to the 
loins, had the patient surrounded with hot water bottles, and 
gave a hypodermic injection of pilocarpine. 

Next day there was a slight return of consciousness for 
several hours. She seemed to realise what was going on to 
a certain extent, and made attempts to answer questions, but 
the sounds she made were quite unintelligible. She was 
constantly tossing about from side to side, and twitching of 
the hands and face was noticed occasionally. The suppression 
of urine continued till the night before she died. There was 
incontinence of faoces. 

On the evening of the second day the coma gradually 
deepened, and on the third day of illness it was noticed that 
there was complete paralysis of the left arm and leg, and devia- 
tion of the head and eyes to the opposite side. Later on, very 
marked Cheyne-Stokes respiration came on, and this continued 
until the patient died the following morning. Unfortunately 
a post-mortem examination was not permitted. 

Diagnosis, — Was this a case of uraemia? Uraemic coma 
often commences with vomiting and convulsions, and the 
suppression of urine is almost pathognomonic of uraemia : but 
Osier says that uraemic coma almost never develops suddenly, 
and the temperature is almost always subnormal, whereas in 
this case it was raised. With regard to the paralysis there 
are certain cases of uraemic hemiplegia or monoplegia which 
cannot be separated from those of organic lesion, and which, 
post-mortem, show no trace of gross disease of the brain. 
Osier quotes an instance in which a consultation was held 
upon the propriety of operation in a case of hemiplegia 
believed to be due to subdural haemorrhage, but which was 
shown hy post-mortem to be uraemic. Cheyne-Stokes respira- 
tion is also common in uraemic coma, and the question arises. 
Was this case simply one of uraemia or was it uraemia plus 
cerebral haemorrhage ? On the other hand, may it not have 
been a case of eclampsia ending in cerebral haemorrhage ? 
Haemorrhage into the brain may occur during an eclamptic 
fit or may happen even after the fits have entirely ceased. 
Dr. Jellett records a case he attended where the patient died 
of cerebral haemorrhage, which apparently took place thirty- 
six hours after the last fit. It is not always easy to distinguish 



between eclamptic and uraeniic fits. N orris and Dickinson 
draw attention to the fact that a patient may have urseniic 
convulsions during pregnancy without eclampsia, and they 
quote an illustrative case : — 

"A patient, seven months pregnant, was admitted to hospital 
unconscioup wHth ureemic convulsions ; on establishing the 
secretion of urine and purging the patient, consciousness 
returned, and the following day a seven months' foetus was 
stillborn. Symptoms of uraemia supervened , but recovery 
finally ensued, and the patient manifested no symptom of 
eclampsia, and had no cpdema/* 

When one is called to a patient known to be pregnant, who 
is taking fits or in a condition of coma, I think it is most 
important that a catheter should be passed without delay. 
If the bladder is found to be empty and the patient has not 
urinated recently, the case should be treated as uraemia. If, 
on the other hand, plenty of urine is drawn off, this should be 
examined as soon as possible, A mere examination for 
albumen is not sufficient^ becnuse it is well known that 
eclampsia may occur without albuminuria, and in an ordinary 
case of apoplexy albumen may be found in the urine. Without 
demonstrating the presence of tube-casts one cannot say with 
certainty that a given case is renal in origin. If the patient 
is young and there is no oedema, and one is told that the 
patient has always had good health, one is apt to take it for 
granted that he is dealing with eclampsia, whereas it may be 
a caye of acute uraemia. Moreover, if hemiplegia has occurred 
before the medical attendant arrives, and he neglects to pass 
a catheter, he may easily mi-stake the case for apoplexy pure 
and simple, and miss the renal element 

It is well known that apoplexy may occur during sleep, 
owing, as Gowers says, to the difficulty with which the blood 
flows from the brain in the recumbent position; and whil^jt 
cases of uriemic monoplegia, or even hemiplegia, of a transient 
nature may occasionally be met with, it is rare indeed to find 
complete hemiplegia with conjugate deviation of the eyes 
apart from cerebral hEemorrhage. Called to see such a case 
after the paralysis has occurred, one might even mistake it 
tor epilepsy. We all know that an epileptic fit may cause 
cerebral haiimorrhage, and this patient's youth, the absence of 
premonitory symptoms, and the fact that she passed urine 
involuntarily at the time of the fit, w^ould support this 
view. 

In puzzling cases of this kind, therefore, it is important 
to pass the catheter, to note the tension of the pulse, and 
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to enquire as to a past attack of scarlet fever with renal 
dropsy. The specific gravity of the urine should be noted, 
a search made for tube-casts, and the quantity of urea 
estimated. 

II. — Tumour of the naso-pharynx in a newborn child. 

The mother is 27 years of age. She has been married five 
years, and this is her fourth child. She states that her health 
has always been good, but she has a somewhat strumous look, 
and is often troubled with blepharitis marginalis. There is 
no history of syphilis, and she has never had any miscarriages. 
All the other children are more or less rickety. She had no 
accident while carrying this child, but had to stay in bed for 
two months previous to the birth on account of phlebitis. 

The child, a female, was born on 20th January, 1906, and, 
apart from the tumour, looked very healthy and strong. Its 
size was above the average. The face had a most unusual 
appearance. The nasal bones were bulging, and a small cystic 
portion of the tumour projected from the right nostril. The 
mouth was wide open, and a soft mass, covered with skin 
and almost as large as the infant's fist, filled the mouth 
and projected between the upper and lower lips. The 
tongue was pressed backwards and downwards out of sight ; 
indeed, the woman in attendance expressed the opinion that 
the child had no tongue. On examination the tumour was 
found to be growing from the naso-pharynx and apparently 
attached to the base of the skull. It practically filled the 
naso-pharynx and passed through a large cleft in the palate 
by means of a pedicle, and then expanded in the mouth into 
a bilobed mass the size I have indicated. 

A radical operation was, of course, out of the question, but 
I thought that if the mass in the mouth were removed to 
allow the child to be fed, §he might survive, and with Dr. 
Campbell's assistance I transfixed the pedicle close to the 
palate, tied it with a double ligature, and removed the mass 
from the mouth as close to the ligature as was safe. This 
allowed the tongue to come forward into its natural position. 
The breast milk was drawn off", and the child was fed with 
this, and also with cow's milk and water. Everything went well 
for eight days, but on the ninth day the child became perceptibly 
weaker, and gradually sank. She might have lived had she 
been properly nursed, but there was no proper attendant, and 
she got only a few spoonfuls of milk at irregular intervals. 

The portion of tumour removed was rather soft for a fibroma, 
and I thought it was probably a fibro-myxoma, a rare kind of 
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tumour which soraetiines occurs in youth and which usually 
becomes sarcomatous in character, but the microscopic sections 
which Dr, Duff kindly prepared for me show that it is really 
a dermoid. Skin, hair follicles, and myxomatous tissue can 
he demonstrated, and I also discovered a small piece of a tooth, 
which proves, beyond doubt, its dermoid character. 

When one recalls the development of the face and buccal 
cavity, one sees how^ readily a portion of surface epithelium 
may become sequestered and form a dermoid, but I think such 
a growth af? I have described must be very rare in the new- 
born child, and especially in association with an almost 
complete cleft of the palate. 

I thought at iirst that this was a unique case, but find 
that a somewhat similar one is reported by Sutton (Clerault's 
case): Male infant born with tumour inside the inouth, 
mistaken for the tongue. Cleft of the soft palate. Tumour 
grew from middle of hard palate, lobed, and covered with 
silky hairs. Surface covered with true skin with sebaceous 
glands, but no papillae. Interior composed of adipose tissue, 
with fasciculi of striped muscle fibres. 

III.— The influence of heredity, and espeeiaUy paternal 
heredily, on multiple pregnancy. 

Fecundity seems to be influenced in certain instances by 
heredity, and some very striking examples have been reported, 
Valenta published an extraordinary case of hereditary fertility* 
"The woman, who was married at 14 years of age, during a 
married life of twenty years gave birth to thirty-two children 
in eleven pregnancies. There were twice quadruplets, six 
times triplets, and thrice twins— twenty-six hoys and six 
girls, of whom twenty-eight were born alive and four dead* 
Her first essay in parturition was at the age of 14, and yielded 
quadruplets. Her mother was one of quadruplets, and she 
had borne thirty*eight children. There was also a history 
of plurality of births on the father's side," 

In the Lancet (1895, vol. ii, p, 14-29) Dr. Macphail, of 
Coatbridge, also gives an account of a case, in which he 
traces the plurality of births through five generations. 

First generaiion^ 

A. A woman had twins. 

Second generatimi — 

B* Daughter of A. had twins twice and triplets once- 
C* Twin son of A. begat twins, and toarried a woman whose 
brother*s wife had twins. 
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Third generation — 

D. C.'s daughter had twice twins. 

E. C.'s son's wife had twins. 

Fourth generation — 

Supposed to be blank as regards plurality of births. 

Fifth generation — 

F. D.*s granddaughter married a widower whose first wife 

had twins to him, and she herself had twins. 

But my case, which was published in the British Medical 
Journal (1902, vol. ii, p. 249), not only shows the influence 
of heredity in multiple pregnancy, but is also a remarkable 
instance of a twin tendency transmitted through the male 
members of a family. 

Mrs. M., primipara, aged 31, gave birth to triplets (two 
girls and a boy). She had been married six and a half 
months, and this corresponded with the size and general 
appearance of the children, who were all born alive, but died 
about twelve hours after birth. Thirteen months later — 
that is, nineteen and a half months after marriage — twins 
were born (two girls), who were also premature (seven months). 
One of the twins died from broncho-pneumonia when it was 
3 months old, the other is still living and in good health. 
Thus, there were five children born in a little over a year and 
a half from the date of marriage. This unusual fertility is 
evidently on the husband s side, because his mother had twins 
twice, and the wives of five paternal uncles all gave birth 
to twins. Since reporting the case, I have discovered that 
several cousins of the husband have also begotten twins. 

Dr. Helier, of Leeds, saw the report of my case, and referred 
me to a case published by him in the British Medical Journal 
(September, 1901, p. 632), in which he raises the question 
whether paternal influence can determine twin pregnancy. 
A family consisted of four brothers, A., B., C, D., without 
sisters. A. became the father of twin sons and three other 
sons. B. was father of twin girls and three other children. 
C. was father of twin sons. The eldest of the twin sons of A. 
has again become the father of twin sons. There is no 
history of twins on the female side in any of the marriages 
in the family, and this remark also applies to my case. 
Here, again, is a case where a man himself, his father, and 
three paternal uncles have begotten twins. 

In an article by Strassman some remarkable instances of 
paternal influence are given. A Parisian man had twenty-one 
children in seven years by his wife; moreover, he seduced 
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a servant girl who bore him triplets. A Lille workman had 
eighty-two children by his two wives. A Lille merchant 
had forty-two children by his two wives. Frequently quoted 
is the case of the Russian peasant Wasilef, who by his first 
wife had — 

Quadruplets, ..... 4 times. 

Triplets, 7 „ 

Twins, 16 „ 

and by his second wife — 

Triplets, ...... 2 times. 

Twins, 6 „ 

Strassman gives a table, which he calls Winckel's table, in 
which the twin tendency is traced on the Tnale side through 
four generations. 

First generation — 

A man begat — 

Second generation — 

(a) a son, (Jb) a son, (c) twin girls, (d) twin sons. 

Third generation — 

Eldest son of second generation married twice. He had 
twin sons by his first wife ; his second wife gave birth 
to (a) twin girls, (6) a girl, (c) a son. 

The twin sons of the second generation also begat 
twins. 

Fourth generation — 

The son of the second marriage in third generation begat 
twins. 

The girls of the second generation had only single 
children by their marriage. 



WINCKEL'S TABLE REPRESENTED DIAGRAMMATICALLY. 
First generation. Father. 



I I I 1 

Second generation. A. Son. B. Son. C. Twin D. Twin 

I girls. sons. 
First marriage . | Second marriage. I 



Third generation. Twin Twin Girl. Son. Twins, 

sons. girls. i 

Fourth generation. Twins. 
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Paternal influence in multiple pregnancy is a difficult 
subject, but the cases I have mentioned are suggestive. 
Multiple foetation is said to be due to (1) the impregnation 
of a single ovum which contains two or more germinal 
vesicles, or in which the formative material of the germinal 
area divides; or (2) the impregnation of two or more ova 
which were contained either in one Graafian follicle or in 
separate follicles, the latter being situated either in one or 
both ovaries. Possibly the male element may be able to 
influence the number of ova ripened at the time of conception, 
but it is difficult to see how this can happen, and the whole 
subject, from the nature of the case, is shrouded in mystery. 

IIL— THE RESUSCITATION OF THE APPARENTLY STILLBORN. 
By Dr. James Weir. 

Apparently stillborn children may enter on their separate 
existence in any one of several conditions — considered purely 
from a clinical standpoint with reference to the general 
physiognomy. 

The child may be of a natural healthy colour and be in a 
semi-comatose condition from some cause or another. If the 
delivery has been accomplished with the aid of profound 
chloroform anaesthesia, the prognosis as regards the life of the 
infant is eminently hopeful — more so, by far, cceteris paribus, 
than in other cases with similar clinical characteristics in the 
delivery of which little or no anaesthesia had been employed. 

Chloroform afifects the child but little, if at all, unless the 
mother has undergone profound narcosis for a lengthened 
period. In such cases, however, there is always to be con- 
sidered the fact that deep and prolonged anaesthesia is only 
requisitioned in cases in which there is some difficulty, and 
the cause of debility in the infant may in great measure be 
the operative means employed in the delivery. I am convinced, 
however, that there is one class of apparently stillborn children 
in which artificial narcotisation of the mother is the sole factor 
in the causation of the condition of the child ; and I am sup- 
ported in my conviction by my experience of Caesarean births. 
In the case of all such births (certainly not a large number) 
at which I have been present, the child has in every instance, 
although to all appearance well-formed and healthy, been 
born apparently moribund, and requiring the employment of 
artificial respiration for its resuscitation. 

So frequently, indeed, does this appear to be the case that 
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it would seem to be one of the essentials of the operative 
technique in Casarean cases that a highly experienced 
physician be held in reserve to look after the interests of 
the babe so rudely "ripped from out its mother's womK" 
Artificial respiration by Schultze's method, combined with 
some surface stimulation, is usually sufficient, and seldom does 
it require to be prolonged for any great length of time, 

Schultze's is by far the best method, in my opinion, of 
performing artificial respiration in infants; Marshall Hall's 
is of little use, as a child is born with the elastic equilibrium 
of the thorax in the position of expiration, Sylvester's 
method is fairly effective, but Schultze's brings about the 
greatest variations of atmospheric pressure within the thoracic 
cavity. Sehultze declares that 25 c.cm. of air passed through 
the lung at each inspiration in his experiments on newborn 
children. 

The movements of Sehultze are easily performed if the 
child is properly grasped, and combine to form an agent for 
the restoration of suspended animation whose power cannot 
be too highly estimated. This method acts directly upon the 
chest wall, and induces marked and regular variations of the 
atmospheric pressure within the thoracic cavity. 

Expiration is rendered very complete from the amount of 
pressure brought to bear on the thoracic contents from all 
sides^on the lateral aspects the necessary pressure is exerted 
by the hands of the operator, while a like force is brought to 
bear on the diaphragm by the abdominal viscera gravitating 
to and falling upon it, and, furthermore, being forced thereon 
by the curve of the child^s bod}^ lessening the natural capacity 
of the abdominal cavity. That inducement to inspiration is 
also very considerable is obvious from the fact that in the 
movement inviting it the grasp on the shoulders of the child 
is relaxed, so that the pressure of the operator's hands is 
removed from the chest; the shoulders are braced back by 
the supporting lingers on the dorsum of the child, so that 
the chest is expanded laterally ; and the thoracic cavity is 
increased longitudinally by the trunk becoming straightened 
out, and by the falling away of the abdominal contents from 
the diaphragm to their natural situation. 

Besides the high order of the inducements to respiration 
in Schultze's movements, two other advantages of the method 
are worthy of mention. The first is, that in the position in 
which expiration is compelled, gravity favours the escape of 
mucous secretions from the upper air-pass^igeSj and so affords a 
freer vent for inspiration, besides preventing the indraught of 



208 THE RESUSCITATION OF THE APPARENTLY STILLBORN. 

noxious material into the pulmonary air-spaces. The other 
advantage is gained by the rush through the air to which the 
child is subjected when being swung from the inspiratory to 
to the expiratory position, and vice versa ; this, in my opinion, 
is a powerful factor in restoring animation, and is essentially 
connected with Schultze's method alone. The rush of cold 
air on the surface of the body is bound to have a strongly 
stimulating effect, for it is a matter of common experience to 
have the child making an attempt at inspiration when in the 
position of expiration, and also frequently while it is being 
swung from one position to another. 

Although there is undoubted virtue in this swish through 
the air, it cannot be lauded as an unmixed good ; the objection 
to it lies in the fact that the cold air must be potent in 
reducing the surface temperature of the body, and in thus 
inviting the risk of a surface chill, which, in so delicate an 
organism as a newborn child, would be a matter of very 
serious moment. Fortunately, however, there is usually a 
means at hand wherewith to combat too serious a depression 
of the surface warmth, in the more frequent exhibition of the 
hot bath, which thus comes to be an essential adjuvant of 
Schultze's method of artificial respiration. 

As has been said, the class of cases under consideration, 
viz., those in which anaesthetics would appear to play the 
chief role in the etiology of the condition, is probably the least 
difficult with which we have to deal — Schultze's artificial 
respiration, combined with hot baths and perhaps a little cold 
affusion, some ordinary surface stimulation, and possibly the 
exhibition of a little alcohol internally, are, as a rule, all that 
is required. 

Before leaving the subject of anaesthesia in its relation to 
stillbirth, I should like to ask the Fellows of the Society if 
they had noticed any difference in the condition of the child 
when anaesthetics other than pure chloroform have been used 
to anaesthetise the mother. The reason I ask the question is 
that during the last three years or so I have almost invariably 
used A.C.E. or C.E. mixture in my obstetric work, and the 
feeling is growing upon me that I have less difficulty with the 
children now than I was wont to have when I used chloroform 
alone. 

When no anaesthetic has been employed in the delivery, or 
when anaesthesia has been requisitioned merely to mitigate the 
agonies of the second stage of labour, or to assist in the 
relaxation of a rigid os or an undilatable perineum, stillbirth 
is not due in any degree to the poisonous effects of the 
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ansesthetic, and the child is born, if alive^ in a state of lividity 
or a condition of pallor. It is not intended to dogmatically 
assert that without ansestliesia infants may not be apparently 
stillborn with a natural colour, nor that in anesthetic cases 
children in this condition may not be cither livid or pale; 
what is here stated is what is commonly met with in practice, 
it being still reserved as a truth that all degrees of both 
conditions may be encountered 

In livid or apoplectic cases the eutaneous surface is dis- 
coloured, and may be bluish-violet or almost blacky the face is 
swollen^ the eyeballs project, the conjunctiva^ are congested 
and may be lustreless, and the pupils are contracted or dilated 
according to the stage of the carbonic acid poisoning. They 
are widely dilated in profound asphyxia, and contract on the 
re-establishment of respiration. The condition of the pupils 
[ is a fair guide in prognosticating the final issue. A pupil 
■ ^adually dilating, in spite of the best efforts to establish 
pulmonary respiration, is significant of a fatal issue being 
probable, while a contracting pupil enables one to regard the 
case more hopefully. 

Asphy?cia neonatorum is probably in almost all cases the 
result of the suspension of the placental circulation. The 
treatment of the condition consists, therefore, in attempting to 
a%'ert sutlbcation by putting the pulmonary exchanges into 
action as soon as possible. It is a pleasant reHection when one 
is face to face with a case of asphyxia neonatorum that a 
newly-born child can live quite a lonj;^ time without respiration ; 
it is, indeed, a recognised fact that the younger an organism 
is the longer can it exist without breathing. 

If the asphyxiation is very profound the heart speedily 
stops, for in many children apparently stillborn the limits 
beyond which respiratory powder is lost, is very nearly reached, 
and as long as the circulation goes on the blood beconjes poorer 
and ever poorer in oxygen. Thus it comes about that the 
medulla, which normally reacts to venous blood, does not now 
do so, on account of its being practically paralysed by the 
excessively venous condition of the blood. The ordinary 
stimulus to respiration bein^ thus in abeyance, it becomes 
necessary to apply some other means whereby the medullary 
reflex may be induced to react. 

These means partake mainly of the nature of surface 
stimulations, e.g., Schultze has recommended brief immersion 
op to the neck in cold water as being very efficacious in such 
cases. 

The principles of treatment, however, must always largely 
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depend upon the stage of asphyxia which the child has 
reached, and this must be gauged wholly and rapidly by the 
signs which exhibit themselves on the surface. 

If the child is breathing, however feebly, and the heart 
impulse is still fairly strong, all the child will probably require 
is a strong external stimulation, which may at once be obtained 
by the cold immersion of Schultze. 

If, however, the asphyxia is more profound, and the medulla 
is so profoundly poisoned that it cannot be made to react to 
surface stimulation, other means must be found to re-establish 
its excitability. This can only be accomplished by bringing 
richly oxygenated blood to the medulla by way of the 
circulation. The aims, therefore, which inspire treatment are 
twofold — first, setting in motion the pulmonary exchanges, 
and, secondly, stimulating the flow of blood in the vessels. 

In profoundly asphyxiated children it has been recommended 
to deplete to some extent by allowing a small quantity of 
blood to escape from the severed umbilical cord prior to 
ligature. 

It may be that there are cases in which this treatment 
might be of some avail, especially where the venous engorge- 
ment is so extreme as to render livid the entire cutaneous 
surface, and where the vessels are evidently so gorged as to 
impede the blood flow ; but it is precisely in these cases that 
depletion is difficult, for the blood is practically stagnant in 
the vessels, and the propulsive power of the heart is inadequate 
to cause a flow of blood from the cord. This manoeuvre has 
also other disadvantages. It is very difficult to. estimate 
exactly how far depletion should be carried in many cases, for 
the lividity, by which the amount of blood drawn must be 
regulated, may be limited to the face. 

The pressure brought to bear on the child by the mother 
through the uterus, in her efforts to expel the trunk and legs 
of the infant after the head has been born, will, as a rule, if 
the completion of the birth is at all delayed, determine a rapid 
congestion of the head and face, and yet the condition of the 
trunk and limbs may be one of grave anaemia on account of 
the pressure to which these parts have been subjected. Why 
deplete at all, when the relief of the congestion may be quite 
satisfactorily achieved by inducing the infant to respire ? In 
most cases, as will be obvious from what has just been said, 
depletion of the cranial engorgement alone is necessary, and 
with the first inspiration a vascular tract is opened up in the 
pulmonary area, which should effectually relieve the congested 
brain of any dangerous excess. 



These are possibly but slight objectiocs to the operation of 
depletion, and the mere mention of such exquisite refinenienta 
may seem to some to approach the region of transcendental 
hair-splitting; but my contentions aro that time is of over- 
whelming importance in this connection^ and that depletion of 
an infant to such an extent as to relieve the congestion of the 
face, by which alone one may have to judge of the true 
condition of affairs, nmy precipitate a child, whose body has 
been already seriously depleted by compression, into a state of 
grave oligemia. 

The heart may be pulsating dowly in these cases, and the 
circulation almost at a standstill ; but the cardiac pulse is 
quite often fairly strong, and the stimulus atibrded by inserting 
the finger into the pharynx for the purpose of removing 
mucus will frequently not only induce the infant to attempt 
to breathe, but also stimulate the cardiac muscle to quicker 
action. 

There are, in a large percentage of these livid cases, a firm- 
ness and tonicity of the muscular system, and a general 
appearance of vitality, which urge the accoucheur to launch 
every arrow in the quiver of his knowledge and experience in 
the cause of resuscitation. The physiognomy is not, indeed, 
that of the robust, easily-born chiki whose ruddy bloom and 
lusty cry afford such intense relief to the tired accoucheur, 
but neither is it the physiognomy of the pallid, asthenic child, 
whose muscles are Saccid, whose heart is flickering, and whose 
body is quickly cold with the chill of death. 

The causes of death in infants born in a state of asphyxia 
are all practically inoperative once the child breathes. Cerebral 
congestion, impending apoplexy, and carbonic acid poisoning 
are all relieved when the lungs are fully inflated, for then are 
opened up a source whence the vitiated blood may be purified 
by oxygen, and a vascular area for the accommodation of the 
unequally distributed blood. 

Among the various means commonly adopted for the 
restoration of vitality in the apparently stillborn, exhibited, 
as a rule, empirically, an<l with a haphazard rin citing of the 
changes, are painful surface stimulation, such as slapping the 
chest and pinching the skin, friction of the surface with 
evaporating lotions, .such as whisky, administration of alcohol 
internally, hot and cold water applications to the skin, in the 
form either of immersion or of afl'usion, and a crude form of 
artificial respiration performed by compressing the child^s chest 
at intervals. Of all these raana^uvres, hot aflusion to the p re- 
cord ium is, in my experience and opinion, the only one which 
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should be seriously considered. It is most efficacious in 
stimulating cardiac action when the heart is weak and slow. 

Accoucheurs have held by these methods for a long time, 
and perhaps in the whole field of therapeutics there is no 
morbid condition for the relief of which less original work 
has been undertaken, and fewer new methods vaunted, than 
in asphyxia and syncope of the newborn child. This may be 
in part accounted for by the fact that apparent stillbirth is 
not an everyday occurrence in the practice of most men, so 
that it is usually only after a man has had a run of such 
cases with untoward results, and has begun to be regarded in 
his district as a slaughterer of the innocents, that he begins to 
cast around for some information to augment his knowledge 
of the subject. But this sterile waste of earliest pediatrics is 
not without an occasional oasis. Some years ago, Laborde 
communicated to the Academic de M^decine de Paris a 
method of stimulating respiration in the newborn by means 
of rhythmic traction of the tongue, and explained its success 
by its reflexly stimulating the respiratory centre. Traction is 
performed at the rate of from eighteen to twenty times per 
minute in the adult, and rather more frequently in the new- 
born child. Laborde's method has been used with conspicuous 
success in cases of suspended animation from chloroform, and 
less frequently, but also with success, in cases of suflbcation 
from drowning and hanging. More recently it has been 
successfully applied in the asphyxia of the newborn. In my 
own experience, it has been found to be a powerful reviver in 
cases of deep cyanosis of the newborn, and it also deserves a 
thorough trial in the syncopal form of apparent stillbirth, in 
which Schultze's artificial respiration has for long been the 
commonly used form of treatment, as it permits of the 
exhibition of hot baths and hot aflbsions which are so im- 
portant. 

This method of Laborde was at first believed to raise the 
epiglottis, but it is questionable whether it has much effect in 
this way, and the bending back of the head and tilting up of 
the chin, so much used in the case of adults under anaesthetics, 
are utterly useless in children. To raise the epiglottis 
thoroughly, if such is necessary, the base of the tongue must 
be depressed, while the entire organ is pulled over the chin. 

Powerful respiratory stimulant as I believe Laborde's 
method to be, it is one which I use frequently, though not 
to the exclusion of Schultze's. Its convenience and ease of 
application are strong points in its favour, and render it 
highly suitable for exhibition while other means, such as 
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bathsj are being employed, when of necessity Schultze's tnove- 
ments are su.spended. 

Mouth to moath insufflation is by moat accoucheurs, and, I 
think, deservedly, relegated to the limbo of the past Instru- 
mental insufflation is of no recent date of introduction, but it 
has many disadvantages. Instruments are, as a rule, not easy 
to introduce properly, and they become readily displaced; 
even when introduced they do not prevent the rei3iix of air, 
nor do they readily indicate when they have left the windpipe 
and entered the crsophagus. A recent addition to the 
armamentarium for direct insufflation would seem to be based 
on scientific principlef^. Invented and introduced by Dr. 
Eibemont-Dessafgnes, it has attached to it a bag, whose air 
contents measure 28 cxm., and which thus insufflates an 
amount of air proportionate to the pulmonary capacity. The 
in% entor claims for his instrument fcliat it is "easily introduced, 
it prevents reflux of air, it indicates at once when it is not in 
proper position in the larynx, while the use of the bag obviates 
any danger of the rupture of pulmonary vesicles," 

It is just possible, however, that as Dr. Ribemont-Dessaignes 
not only assures us that his instrument is easily introduced, 
and that its curve ensures its retention in the respiratory 
passages, but also assures us that it indicates at once when it 
is not in proper position in the larynx, it may be that we 
have not yet surmounted the difficulty of occa,sionally inflating 
the stomach by mistake — an accident exceedingly embarrassing 
to any heart that is at all feeble. 

The most obvious objection, of course, to instrumental work 
is that the necessary appliances are not always at hand, so 
that methods like Laborde's, in which no instrument is 
required , are of the greatest practical value to the accoucheur. 
A procedure of which I have now made considerable use has 
this merit, but it will not be time wasted, I think, if, prior to 
considering it, the details of treatment of apparent stillbirth 
are recapitulated, as they are to be employed, in something 
like chronological order, 

The child when born should immediately be placed in a 
position favourable for observation and any manipulations 
that may be necessary. The decubitus in vphich the mother 
has been delivered seems to me to be in all respects the most 
suitable for the child, viz., the left lateral, but in the opposite 
direction, so that the infant's head is towards the mother*s 
feet In this position the general appearance of the child 
may 1^ readily noted, and the strength and frequency of the 
cardiac impulse observed. In this position, too, gravity to a 
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certain extent prevents any foreign material which may be 
lurking about the buccal cavity from finding its way into the 
larynx, while the semiprone position, into which the child 
naturally falls, favours the escape of this foreign material from 
the mouth. An attempt should then be made with the finger 
to remove any further secretions which may be still lying 
about the mouth and larynx. The insertion of the finger not 
uncommonly induces a forcible expiration — a cpugh or a 
sneeze — which expels any foreign matter from the deeper air- 
passages into the upper, so bringing it within reach of the 
finger. 

Should no respiratory effort be apparent, surface stimulation 
by slapping and pinching the skin may be good practice for a 
short time, together with artificial respiration performed by 
compressing the chest at intervals, with sudden relaxation of 
the compressing hand, or preferably by Sylvester's method. 

It will depend upon the gravity of the case how long these 
manoeuvres are to be continued — if the infant shows signs of 
returning vitality they may be persevered in until complete 
recovery has been established. But if there is no evidence of 
improvement in a minute or two, the cord should be quickly 
ligated and severed without any loss of time over depletion. 
Some recommend, and I believe it was Schultze who formulated 
the idea, that the child ought to be left in communication with 
the cord so long as any heart-beat is perceptible, but this 
seems to me to be going too far in the 'direction of expectancy. 
Such a practice might have a place in cases where the 
placental circulation is intact and uninterrupted ; but if the 
placenta has separated (an occurrence which, as a rule, takes 
place soon after the birth of the child, but which is not easily 
ascertained until the placenta has escaped from the uterus 
into the vagina), placental respiration is thrown out of action, 
and leaving the child unseparated cannot serve any useful 
purpose. Therefore it is advised to cut the cord as soon as it 
has become apparent that all stimulation which is practicable 
so long as the cord is undivided has proved futile. . With hot 
and cold water at hand in separate vessels, the infant should 
at once be plunged into a hot bath — at a temperature high 
enough to stimulate and yet not scald. The temperature of 
the bath should not, I think, exceed 120° F., which may be 
gauged approximately by the hand. 

We have it on the authority of Dr. D'Oyly Grange, of 
Harrogate, that normal saline solution is less irritating to the 
cuticle than plain hot water, so that it is possible that a bath 
at a somewhat higher temperature than 120° F. might be used 
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without prejudice to the skin, if the water be medicated with 
ahout a teaspoonful to the pint of ordinary chloride of 
aodium. 

With the child in the hot hath, hot affusion to the chest, 
especially over the cardiac area, should he practised, and cold 
water allowed to play on the head. Hot affusion to the 
precordial area is a powerful cardiac stimulant, and has been 
used with marked success in cases of chloroform syncope. In 
the case of apparent stillbirth it w^ould, prima facie, be of 
mueh greater service in those cases which are characterised by 
pallor, and where shock and syncope are the salient morbid 
conditions^ but it is a measure by no means to be neglected in 
cases of asphyxiation where the cardiac force is at all inclined 
to flag. 

Occasional dashing of a handful of cold water on the face 
and chest may be practised, but, if used at all, the employment 
of cold water should, I think, end here. 

To return for a moment to the treatment by cold immersion 
as recommended by Schultze, it seems to me to be difficult to 
reconcile this procedure with that other recomniendation of 
the same writer — to leave the child in communication with the 
cord so long as any heart impulse is perceptible. J 

If it be intended that the child should he allowed to remain jj 

in connection with the placenta until the heart has failed, and 
thereupon be immediately plunged into a cold hath (and that 
is the only interpretation I am able to put on the suggestions), 
and that, too, after the surface temperature has been gravely 
depressed by exposure, the treatment, in my opinion, verges 
on the desperate. It may be, and sometimes is, successful in 
cases w^here the heart is pulsing fully and fairly rapidly, 
where the body-heat is well maintained^ and where the coma 
is not too profound ; hut as a routine treatment, even for 
livid cases, it is, in my view, not to be entertained. 

Complete immersion up to the neck in cold water is, at the 
[-bestj a " kill or cure " procedure, and ought only to be exhibited 
as a last resource. Heat is the natural environment of the 
newborn child, and the shock of a cold plunge, however 
momentary, on a fragment of humanity but newly extruded 
from its nest at blood-heat can readily be conceived to be 
terribly severe. I do not deny the stimulating powers of 
cold immersion, wdiich will very frequently initiate respiratory 
moveuients, but looking to the after- results of this treatment. 
in ni}' experience it cannot compare with hot bath treatment, 
which seems to nie to bo in all respects safer, more reliable, 
and more in accordance with cotnmoiisenee. 
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The great virtues of the hot bath, besides that of direct 
stimulation of the surface, may be categorically stated to be 
(1) its power to raise and maintain the body-heat, and (2) its 
action in dilating the superficial blood-vessels, so assisting in 
the physiological depletion of the dangerously congested brain, 
and enabling a fresh current of blood to course through the 
vessels and bring life to every part. 

The influence of posture on the head condition should not 
be neglected. The infant should be supported in the bath in 
an almost upright position, with the head elevated as much 
as possible, the reverse being recommended as the proper 
decubitus when the child is pale and collapsed ; prolonged 
immersion, however, is quite unnecessary. The stimulating 
eflects of the temperature of the bath are obtained practically 
at the time of immersion, which should, therefore, be continued 
only suflSciently long to raise the surface heat of the body. 

While the infant is in the bath the operation of compressing 
and relaxing the chest may be continued, or, better, Laborde's 
rhythmic traction of the tongue practised, and on being lifted 
from the bath and hastily dried the child should be subjected 
to a few movements of Schultze's artificial respiration, with 
every precaution against undue exposure. As has been 
already said, the rapid rush through the air incidental to 
Schultze's method is potent in reducing the surface tempera- 
ture rapidly, even when the operation is being conducted in 
a room at a fairly high temperature, and a surface chill 
might ensue with all its terrible sequelae of internal congestions. 

Nothing is more to be deprecated than too protracted an 
exhibition of Schultze's movements without intermission. 
Not infrequently one hears of cases of stillbirth in which the 
accoucheur keeps up Schultze's movements for the greater 
part of an hour, until he feels as if his spinal column were 
about to snap in the dorso-lumbar region, and the sweat 
pouring from his brow is the only hydropathic means employed 
to maintain the child's surface warmth — until he has, as a 
matter of fact, permitted the little one to become so chilled 
that he is in reality dealing with, not a case of suspended 
animation, but a case of inevitable death. 

How^ easily this might often be averted by the exercise of 
a little coramonsense, and the more frequent and intelligent 
use of the hot bath. A period of Schultze ought never to 
embrace more than a dozen movements or thereabouts without 
intermission, performed at the rate of eight to ten times per 
minute. 

As regards the use of alcohol externally and internally 
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there is not much to he said. In this respect I am almost a, 
total abstainer, for it seems to me that its use externally can 
do no good, and may even cause harm on account of its 
evaporating qualities chilling a large cutaneous area. 

Internally I exhibit alcohol whenever the child is able to 
suck ; before that ingestion is impossible, and smearing it 
over the buccal mucous membrane is but a waste of precious 
time. If it is desirable to obtain some of the stimulating 
effects of alcohol, the surest and quickest method is to inject 
it high up into the rectum. 

There is one mannmvre which I make considerable use of, 
and which, so far as I am avi^arej is novel in this field of 
therapeutics, or at least w^as so when I began to practise. 
The procedure is simple, and, in short, consists in putting into 
action the genito-anal reflexes, which, in the conditions of 
coma with which medical practice is familiar, are about the 
last reflexes to be abolished. The power of the anal reflex 
in stimulating respiration has for long been recognised by 
surgeons and obstetricians. AmBsthetists are very familiar 
with it, and know that it is bad anaesthetic practice to push 
chloroform while a surgeon is dilating the sphincter ani for 
the purpose of doing some rectal operation. To give you 
some idea of the application of the procedure to the newborn 
infant apparently dead, I feel that I cannot do better than 
give the details of the case upon which I first practised it 

While working at the Glasgow^ Maternity Hospital I was 
on one occasion summoned by students to attend a ca.^e of 
delayed second stage of labour caused by a narrow pelvis. 
One of the students administered chloroform, and all seemed 



to be going well, even to the familiar 



respiration 



induced by the introduction of the blades of the forceps; and 
here is illustrated exceedingly well the power of this form of 
respiration p and also the power of the gen i to -anal reflexes as 
a respiratory stimulant, for no sooner was the left hand 
withdrawn from the vagina than the patient immediately 
ceased to breathe— poisoned by an overdose of chloroform, 
w^hich had not been sufliciently carefully administered during 
the period of forced respiration. On account of the narrow- 
ness of the pelvis the forceps had been rather difficult to get 
fixed in good position, and this having been accomplished, 
I was loth to remove, and have the trouble of reapplying 
them. Another consideration which weighed strongly with 
me was the fact that the w^oman was lying in a narrow box- 
bed of the hygienic condition so commonly met -with in 
maternity hospital out-door practice — a bed in w^hich the 
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effective and comfortable performance of Sylvester s artificial 
respiration would have been out of the question. I therefore 
decided to try in the first place the effect of stimulation 
afforded by pulling the head forcibly through the vagina. 
Nothing more was required — " crowing " inspiration was 
induced by a strong pull, and, by alternately exerting and 
relaxing traction on the instruments, this form of respiration 
was maintained until natural respiration set in, placed the 
patient once more within the safety zone of anaesthesia, and 
relieved our tension. 

This case has always been of supreme satisfaction to me, 
for here it was, too, that I first tried anal irritation for the 
resuscitation of the newborn child. The infant, delivered 
after a stiff" pull which had probably saved the mother's life, 
appeared to be lifeless. The face was pale and placid, the 
eyelids half closed, and the lips, nose, and extremities of a 
bluish tint and rapidly becoming cold. The neck, trunk, and 
limbs were soft and flaccid, and the heart, as indicated on the 
thoracic parietes, was slow and weak in action. The child 
was at once placed in a hot bath, as hot as could be borne by 
the hand ; and water of a like temperature was played over 
the precordial region. When the surface warmth improved, 
a short period of Schultze was tried, but had to be quickly 
discontinued on account of its rapidly cooling effect on the 
surface. 

I know not what inspired it — probably my recent 
experience with the mother, combined with a feeling of 
hopelessness as regards the life of the child — but I at once 
baptised the child to satisfy the religious instincts of the 
friends, and then surreptitiously, while the child was in the 
bath, inserted my finger into the rectum. Greatly to my 
surprise, and totally at variance with the atonic condition 
of the rest of the muscular system, the sphincter ani was 
found to be fairly tonic and firm, and in the light of more 
mature experience 1 have further learned that such a con- 
dition of the sphincter, especially combined with resiliency, 
is a pre-eminently favourable sign in cases of suspended 
animation. Immediately on this muscle being put on the 
stretch, the child emitted a short, feeble, almost noiseless 
gasp, accompanied by a good deal of spasm of the extra- 
ordinary muscles of respiration, relapsing into its former 
flaccid, lifeless condition as soon as the finger was with- 
drawn ; re-insertion was productive of a fuller and noisier 
respiration, and before the "crowing," for which I was so 
anxiously longing, was established, it was manifest that the 
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heart's action wag aceelerateti and the impulse more forcible. 
By the time that respiration was fairly full, the physiognomy 
had undergone a marked improvement, the complexion had 
taken on a more natural tint, and the lividity of the 
extremities had almost passed off. With the body heat 
fairly maintained by the prolonged imniersioE in the hot 
bath, a period of Sehultze was exhibited for the purpose of 
expanding the lungs more freely, and after about forty-five 
minutes, the child was consigned to the lap of an attendant 
to work out its own salvation with the aid of a little alcohol. 

The application of anal manipulation is, in my belief, only 
eflScacious when the subject is unconscious from some cause or 
another, but not unconscious to the extent of complete abolition 
of the anal reiiex. It was not responded to in one case of 
opium poisoning in which I tried it, and which eventually 
died, but much was not expected of it there, for in dilating 
the sphincter it was found to be in so atonic and non-resilient 
a state that nothing could be hoped from iL From what has 
just been said it will be realised that the successful application 
of the manreuvre depends on the tonicity and resiliency of the 
muscle, Ansesthesiawouldseenitobethedomainj?cire;7:cei/e7?.ce 
in which it is most Bignally successful, and probably the moat 
suitable cases among the newborn are those in which carbonic 
acid is the cause of the coma. 

The last advantage of the anal operation which falls to be 
mentioned is one of considerable moment to the aecoucheor ; 
it is in connection with prognosis in cases of apparent 
stillbirth. I have found it of value in this sphere, for by its 
means one may, I believe, prognosticate with an accuracy as 
sure as exists in any ordinary prognostics whether the infant 
is likely to benefit by resuscitating measures. 

The condition of tone of the sphincter is the basis for 
prognostic purposes ; a tirm, resistant, resilient sphincter is of 
good omen, while the reverse is presaged by a lax sphincter, 
through which the finger slips easily, and which may, as a 
rule> be ahnost invariably depended upon as heralding a fatal 
issue. 

Having considered at so great length the class of cases in 
which lividity is the predominating feature, little remains to 
be said of the cases in which pallor is the salient sign, except 
to lay emphasis on several points connected with the treat- 
ment This class includes those cases in the ]ast stage of 
asphyxia, those su tiering from shock and syncope, and those 
^suffering from collapse in which the second stage has been 
unduly prolonged, and uterine pressure has placed the infant 
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in a state of anaemia. The clinical picture is very distinctive 
— the face is of deathly calmness, the skin is ghastly pale, the 
muscular system is flabby, and the whole physiognomy is one 
of listlessness, approaching lifelessness. The lips, nose, and 
ears are cold, the extremities are chilled, and have a faint 
bluish colouration betraying a flagging circulation ; the cardiac 
pulse is small and straggling, the sounds are soft, and the 
respiration is suspended. The prognosis, prima faciCy is much 
less favourable than in cases of asphyxia at an early stage, 
and there are cases of this kind where experience whispers to 
the attendants that attempts at resuscitation will be futile ; 
but, short of a surface condition and general physiognomy 
absolutely incompatible with life, an eflbrt must be made in 
all cases, so marvellous are some of the recoveries. 

In these pallid cases one might allow a short interval to 
elapse before cutting the cord, not for the purpose of waiting 
until pulsation in the cord has ceased, but to allow of the 
fluid in the vessels being reinforced by pressure of the blood 
along the cord into the circulation of the child. No matter 
how the condition is brought about, whether by shock, 
syncope, or extreme asphyxia, one may look for some slight 
amelioration of the child's state when the circulation has 
been toned up by reinforcements of blood from the cord 
and placenta; but this may not, occur. Whether it does so 
or not, the cord should be cut and powerful stimulation at 
once proceeded with. The hot bath is requisitioned at a 
fairly high temperature, and the child immersed in it for 
a sufficiently long time to determine whether the hot environ- 
ment is having any appreciable eff'ect on the cardiac impulse. 
Cold water affusion is quite inadmissible on account of its 
depressing effect on the animal heat, but the practice of hot 
affusion to the precordial region is to be highly commended ; 
it is best carried out by pouring hot water from a vessel 
at a little distance from the chest over the cardiac area 
exclusively. 

The heart having been stimulated, efforts must be directed 
towards the establishment of free respiration. Laborde*8 
rhythmic tractions on the tongue may be practised the while 
the child is immersed in the hot bath, but Schultze's artificial 
respiration is to be exhibited as early as possible. 

These pallid cases are those which cause us the greatest 
anxiety, and which call for the employment of every 
resuscitating measure known to science or inspired by the 
exigency of the moment. 

Sphincteric dilatation, advocated in the treatment of livid 



cases, maintains its position in my practice in the clas.s of 
cases now under consideration, not only on account of its 
stimulating effect on heart and respiration, but albOj and in 
extreme cases more especially, on account of its prognostic 
power. 

The child having now reached, if our efforts have been 
successful, a less anxious stage, with circulation and respiration 
fairly well established, prophylactic measures should be 
adopted to prevent a relapse; these should never be delayed. 

Maintenance of the surface warmth should be regarded 
as a prime necessity. The child should be kept in a warm 
room, and either placed in Its crib surrounded by hot bottles 
or placed in its mother's arms for the purpose of utilising her 
vital warmth. The maternal heat has the advantage of being 
most readily exhibited, and the child may be immediately 
applied to the breast, when, if it is able to suck, the ingestion 
of a little warm ffuid will materially help to sustain flagging 
vitality. 

The decubitus of the child should be carefully chosen when 
it is placed in bed. If the case has been one of the pallid 
group, with syncopal attacks still threatening, the head should 
be kept low and the legs elevated (as one would do in a case 
of surgical shock or collape) to allow of the feebly beating 
heart sending the necessary supply of blood to the great 
nerve centres. Reversed conditions are to be aimed at if the 
case is one of cerebral congestion. 
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Tlie President, De. J, K, Kelly, in the Chair. 



I.— SPECIMENS. 
A, By Dr. J. M, Monro Kerr. 



L Uterus with multiple fibroids. 

2. Tubo-ovarian cyst with the fimbriated end of the tube 
projecting into the cyst. 

3. Early deciduonia malignum preceded by hydatidiform 
mole. The uterus was removed by vaginal hysterectomy. 
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B. By Dr. Alex. M*Lennan. 



Uterus and vagina removed for procidentia uteri ; the 
vagina was closed. 

a By Dr. J. K. Kelly. 

Deciduoma malignum following vesicular mole. Uterus, 
tubes, and ovaries removed by the abdomen. 



II. — CASE OF FCETAL MALFORMATION : EXTROVERSION OF THE 
BLADDER, PERSISTENT CLOACA, ETC., IN A MALE INFANT. 

By Dr. G. N. Turner and Dr. J. Lindsay. 

Clinical note by Dr, Turner. 

Mrs. K., 8Bt. 28, ii-para. When called to this case I was 
told an arm presented. On examination, the abdomen 
appeared normal in shape and size. I found a head in the 
left hypochondrium, and there was no suggestion of a trans- 
verse position. 

Per vaginam, the os was well dilated, the membranes not 
ruptured, and a completely flexed limb presented by a rounded 
and flattened surface, which was diagnosed as a knee, there 
being no pointed extremity as would have been the case had 
the elbow presented. The membranes ruptured during the 
examination. 

The patient was now anaesthetised. With some diflSculty 
the presenting limb was followed up till the foot was reached. 
At first this gave rise to a feeling of doubt, but it was 
immediately recognised to be a talipes varus. This foot was 
brought down. Considerable diflSculty was then experienced 
in finding the other leg and foot, the diflSculty consisting 
chiefly in the fact that the usual guides, viz., genitals, anus, 
and anterior pelvic wall, were not available. By using the 
foot already brought down as a guide, and following round 
the pelvis in the direction indicated, a limb was reached. At 
first the distance of this from the other limb suggested an 
arm, especially as it was recognised that there was deformity 
present, and the digits and tarsus being flattened felt more 
like a hand than a foot. Having decided that this must be 
the left leg in an undeveloped condition, it was brought down. 
This required considerable traction, as the limb was rigid and 
tended to catch on the edge of the pelvis and pelvic walls in 
its descent. As soon as it was delivered the child's body 



followed immediately; It was then seen that there was much 
deformity. 

The arms were easily taken down. It was now noticed 
that the cord was becoming torn at its umbilical insertion. 
Therti being so much deformity, and expecting the child would 
not be living, or, in any case, it not being desirable that it 
should live, a double ligature was placed round the cord, and 
the latter cut The head was then delivered in thfe usual way 
by traction and Hexion combined with suprapubic pressure. 
The child was laid aside as dead, but in a few minutes it 
began to breath and cry lustily. The placenta came away 
easily, and the mother made a good recovery. 

On examining the infant we found the upper part to the 
level of the umbilicus normal in every respect Below this 
there was much deformity. The limbs were much as already 
stated, the right foot being in the condition of talipes varus, 
the rest of this leg normal in appearance; and the left one 
short and badly developed. There was extroversion of the 
bladder, and just above the raw bladder surface a large ventral 
hernia with the cord running ofl* the apex. A tumour was 
present over the sacrum, chiefly over the right half of that 
bone, and about the size of a large orange. This was con- 
sidered at the time to be a meningocele of tlie cord^ as it was 
translucent, and it seemed as if one could get a finger into an 
opening in the sacrum. The tumour, however, was so tense it 
was difficult to be certain of this. There was also present the 
condition known as imperforate anus. 

At first it was thought that something might be done for 
the imperforate anus. Dr. Lindsay, however, was of opinion, 
from his experience of similar conditions, that the retention 
would not be relieved by operation through the perinseum, 
and this opinion was justified by the results of the dissection. 
In view of the other malformations, it was decided to do 
nothing. The child cried vigorously, and took a little milk 
and water in small quantities. Some meconiun* was vomited 
on the second day, but after this there was no further 
vomiting. It gradually sank and died on the fifth day. 

Apart from the anatomical aspects of the case, its chief 
interest turns upon the obstetrical diagnosis. While at no 
time was there any real difficulty or delay, yet at more than 
one ))oint there was a distinct doubt On first examining, the 
presenting part could only be a knee or an elbow, and although 
a head was felt in the hypochoodriac region, there might have 
been twins. There was also the club-foot, which required 
care. The greatest difficulty, however, was in finding the 
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second leg and foot, and the absence of the anterior pelvic 
wall and genitals, and the wide separation of the sides of the 
pelvis made the other limb so far away as to lead one to think 
it might be an arm. The tumour over the sacrum was not 
recognised before birth, but the hernia was. 

Anatomical report by Dr, Lindsay. 

The upper part of the body — head and neck, thorax, arms 
and hands — was normal in external appearance and in its 
' internal anatomy, except for a few minor variations, such as 
the omohyoid muscles springing from the clavicles and not 
from the scapulae. The right foot was in the position of 
talipes varus; otherwise the dissection of this limb, which 
was well grown, revealed no abnormality. The left lower 
limb was dwarfed in the thigh, and more so in the leg 
region, which was also deformed from curvature of the 
bones. The foot was full-sized and shapely, but was in the 
position of talipes equinus. The navicular bone was absent 
from the tarsus, and the astragalus was displaced to the inside 
of the calcaneum. There was not a vestige of muscle tissue 
in the whole of this limb; neither was the psoas nor the 
iliacus of this side present within the abdomen. Only a thick 
layer of fat intervened between the skin and the bones. No 
nerves were found in the limb, but a tubular diverticulum 
from the meningocele appeared to be the dilated sheath of the 
great sciatic nerve. A small femoral artery and corresponding 
vein formed the chief blood-channels. 

The left os innominatum consisted of a little more than a 
full-sized acetabulum, while the corresponding bone of the 
other side was well formed. The symphysis pubis was opened 
up to the extent of 5 centimetres in a straight line, and the 
pelvic attachment of the recti abdominis muscles were in 
consequence widely separated. The thinned-out linea alba 
between the diverging recti muscles had yielded to the intra- 
abdominal pressure, and formed the sac of a cone-shaped 
hernial protrusion, which had the umbilical cord at its apex, 
and which was covered with thin skin intimately united to 
the underlying fibrous tissue. The abdominal muscles were 
well developed on the right side. On the left they were in 
their full complement and in their proper relations, but were 
somewhat degenerated. The lowest recognisable nerve on 
this side was the ilio-inguinal. On the right a projection of 
muscle fibres from the internal oblique, the cremaster, ran 
down to the right half of the scrotum. It was not present on 
the defective side. 
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The meningocele. — The laminse of the last lumbar vertebra 
were fused with those of the fourth. The laminse of the 
^acruni were absent. Through the osseous gap protruded the 
spinal menintyes^, the dura mater, and the greatly thickened 
arachnoid. The lumbar fascia was spread out over the 
membrane!^, and covering one side of it were the fibres of the 
right gluteus maxim us. Owing to the fascicolation of the 
fibrous tissue, and tlie irregular massing of the subcutaneous 
fat, the tumour had a somewhat lobulated appearance. The 
cavity communicated with the subarachnoid space by a narrow 
orifice. It contained no nerves: but those that belonged to 
the right limb, and which were well developed, were incor- 
porated with the wall of the sac on its outside. 

The intestinal canaL — The stomach was normal. From 
the duodedum downwards the bowel was f]jreat]y distended 
with ge^% but contained only 2 or 3 oz. of a fluid, flaky and 
yellowish, no meconiunL This portion of the intestine ended in 
a large pouch occupying the sac of the ventral hernia (Fig, I, ^, 
p. 226). The pouch seemed to be the csBcal end of the 
colon, but ileum and colon could not be distinguished by any 
abrupt change in the caHbre of the tube. Two prominent 
crescentic folds within appeared, however, to mark the site 
of the ileo-colic valve. Near this, on the wall of the pouch, 
was a mammilliform projection like the tip of the finger of a 
glove, which may have been the dilated appendix. 

The rectum, beginning as a cul-de-sac about the level of the 
pelvic brim, rapidly narrowed and opened on the posterior 
surface of the everted cloaca (Fig. I, if,). Beginning im- 
mediately below and behind this opening, a short canal ran 
backwards beneath the perinaeum, to end at the site of the 
imperforate anus (Fig. I, F.C.). Evidently the lateral perineal 
bodies had formed and, uniting in the middle line, had cut off" 
this portion of the cloaca, but had failed to complete the 
partition between the rectum and the urino-genital sinos. 
The sphincter ani, trans versi perinei, and levator ani muscles 
were present. 

The urinaTy system, — Both the kidneys and the suprarenal 
bodies were well formed. The bladder was represented by an 
expanse of nmcous membrane in the pubic region, the postero- 
lateral areas of which were strongly rugose and very vascular, 
while the central areas were smoother, less vascular, and had 
a thinner muscular coat (Fig, II, 2), From this central area 
there ran upwards and forwards within the abdomen a tube, 
the urachus, which ended by becoming attached to the blind 
extremity of the upper portion of the bowel near the umbilicus 
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(Fig. I, Ur,\ but without communicating with the intestinal 
cavity. Its external opening is shown at Fig. II, 3. The 
difference in character between the several portions of the 
exposed mucous membrane may have depended on the two- 
fold origin of the bladder — from the primitive gut and from 
the stalk of the allantois. Each ureter opened on the bladder 
surface at a point 4 centimetres externally to the urachal 
opening and 2 centimetres from the lateral margin of the 




Fig. I. 

Sagoital Mesial Section with the Urino-Grnital Sinus Replaced in Pelvis. 

A, blind termination of upper portion of bowel ; i?, portion of everted bladder ; C, meningocele ; 
M.D., MUllerian ducts opening into urino-genital sinus (U.G.S.); Ur., urachus ; Pe., right 
half of penis; Sc., right half of scrotum; P.M., perineal muscles: L.A., levator ani ; 
i2., rectum, beginning as a cul-de-sac and opening into the cloaca ; P.C., perineal canal. 



mucous membrane, the orifice being nearly on a level with 
the corresponding half of the penis. 

The genital organs. — Near the right kidney, external to it 
and slightl]^ below it, there was a double elevation of the 
peritoneum. This on section proved to be testicle and 
epididymis. (Section shown.) The vas deferens from the 
latter opened into the right ureter about the middle of its 
length, or, to put the facts in the order of development, the 
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vas deferens (Wolffian duct) ran directly into the bladder, 
while the ureter came off' us a branch from its inner side, as 




Fia. n. 

1^ vetit»l h«rolft ; 2, mucous tiiembfAnEi! or hkddi^r; 3, opflmntf of nroclius; i, nriao-fgenlUl 
■Inua everted ; 5, 6, MUlIerian ducts : 7^ left— iMid 3. nght— half of penis ; 13, kft— and 
10, right— hall of siCTOtmn ; lit position of imperforate aiiiiB ; 12^ nac^ml meningocele* 



in the embryo about the end of the first month, in which, 
however, the ureter is still to the outer side of the duct 
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(Several sections of the junction shown.) The left testicle 
remained undiscovered after a long search, until a small body 
found behind the peritoneum in the lumbar region, and pushed 
aside as merely a lymphatic gland, was submitted to micro- 
scopic examination, when it proved to be testicle and 
epididymis. The vas deferens could not be traced ; but a 
careful inspection of the ureter failed to reveal any junction of 
the duct with it, such as was quite plain on the opposite side. 

Bulging out between the everted bladder and the halves of 
the split scrotum, there was a globular prominence (Fig. II, 4), 
with two small sausage-like appendages (Fig. II, 5,6). This 
globular swelling, with its appendages, could be replaced in 
the pelvis during life and after death. In this position it. 
formed a cavity 2 centimetres' in depth, into the lower part of 
which the rectum opened (Fig. I, U,O.S,), The cavity was 
evidently the urino-genital sinus and ectodermic cloaca, and 
the appendages, which were tubular in structure and approxi- 
mately 2 centimetres in length, were the lower ends and only 
remaining portions of the Mullerian ducts. The ducts hung 
down into the cavity of the replaced sinus because they had 
prolapsed through their orifices. This was beyond doubt. 
In one the prolapse was complete ; in the other it was incom- 
plete, the free extremity being within the lumen of the 
attached portion. (Section shown.) From one side of each 
of the prolapsed ducts there ran out a fold of peritoneum, the 
homologue of the broad ligament. Viewed from inside the 
abdomen, this fold, twisted into a cord, was seen to dip into 
the inside — originally the outside — of the Mullerian duct, and in 
the transverse sections was quite conspicuous. The tissues were 
not in good condition for accurate cytological observation, but 
the mucous membrane lining the ducts showed quite plainly 
short tubular glands lined with columnar epithelium. The 
walls of the sinus itself showed longitudinally and circularly 
disposed muscle fibres, and the tubular glands in the mucous 
membrane could be traced from the orifices of the ducts to 
about the middle of the depth of the cavity of the sinus. In 
this foetus, then, there was a largely-developed, bicornuate 
uterus mascuHnus. 

On the inner side of each thigh there was a cutaneous fold, 
half of the divided scrotum (Fig. II, 9, 10), and each bore an 
appendage (Fig. II, 7, 8), half of the split penis, into which 
could be traced the fibres of one of the ischio-cavernosi 
muscles. 

The right knee presented. There being a club-foot on this 
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limb, the other limb being dwarfed and widely separated from 
its fellow, and there being a ventral hernia and malformation 
of the urino-^enital organs, the diagnosis of the position was 
unusually difficult, but the delivery was easy enough. The 
malformations found in the infant post-mortem were — split 
plelvis, ventral hernia, extroversion of the bladder, split penis 
and scrotum (the testicles being within the abdomen), per- 
aistent cloaca with largely developed Miillerian ducts (cornua 
uteri raasculini), absence of the greater part of the colon, 
and sacral meningocele. The dwarfed limb was devoid of 
muscles and nerves, there being only fat between the bones 
and skin. 

Dr, MacLtnnan asked if there were any tendons on 
the toes. 
D}\ Lindsay replied that there were not. 



III, — CASE OF PARTURITION IN A PATIENT WITH DOUBLE UTERUS, 
CERVIX, aJjD VAGINA, 

By Dr. John Baird, 

In August, 1904, about 5 P.M., I was called to Mrs. M., a 
primipara at full term. On examination pervaginam I found 
that the vagina was divided an tero- posteriorly by a septum 
which extended from immediately above the nieatus to the 
centre of the perineum and upwards to the cervix. On pass- 
ing a linger on each side of it, I judged by the feel that it 
would be about one-eighth of an inch in thickness, and I could 
not get my iingers to meet in any part, not even at the cervix 
end, .40 that as far as I could judge the two passages were 
completely separate. The right seemed to get wider or more 
roomy as you passed inw^ards, while the left got narrower or 
less rooniy. Each had an os at its uterine end, the right os 
being in the centre, while the left lay more to the side on 
which the septum was. Both were about the size of a sixpenny- 
piece, and I could feel no cervix. 

I left her, and went back again about 10 P.M. I then found 
that the os on the left side (the one that was nearer the 
septum) was dilated to the size of a crown-piece, that the 
septnm had become detached from the upper part of the 
vagina, and that its edge lay across the open os and against 
the presenting head. I saw" that something would have to 
give way before the head could descend. Would the septum 
part down the centre, or would it come away from either aide? 
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If the latter, then I realised that it would likely cause a rent 
in the vaginal wall, which would very much enlarge on the 
descent of the head and body. I then sent for Dr. Munro 
Kerr, who kindly came to my assistance. By the time he 
arrived the os was about fully dilated, and the edge of the 
septum still lay across the advancing head, and could not be 
turned to either side. 

Dr. Kerr put two ligatures on the septum, cut between 
them, applied the forceps, the patient being under chloroform, 
and delivered her of a stillborn child. On examining her 
afterwards, he said he could feel two uteri quite distinctly. 

She made an excellent recovery. On my last visit I 
examined her per vaginam, and could feel the healed-up edges 
of the septum. 

Dr. Jardine mentioned a case of double uterus and vagina 
which he had discovered at the third month. The pregnant 
side was the one which had not been penetrated. The decidua 
was cleared out from the non^-pregnant side. Menstruation 
had not taken place during pregnancy. 



IV. — NOTES ON CASES OF PUERPERAL ECLAMPSIA AND ONE OF 
INVERSION OF THE UTERUS. 

By Dr. W. A. Caskie. 

Puerperal convulsions. 

Of the accidents which may be said to occur in midwifery 
practice, convulsions constitute one of the most alarming, pro- 
bably second only to haemorrhage or rupture of the uterus. 

Convulsions may occur during gestation, at any time in the 
course of labour, or during the childbed period. 

The causes of such an occurrence are so well known to you 
that it is unnecessary for me to repeat them. 

As a rule, there are some premonitory symptoms independent 
of any history of a previous attack, which, if properly 
appreciated, may enable the accoucheur or physician to be 
prepared for such an eventuality. One of the most frequent 
symptoms is headache referred to the forehead, headache of a 
persistent or continuous nature not associated at first with 
gastric disturbance. When accompanied or followed by vomit- 
ing or dimness of vision the condition is more critical, but 
one's attention is usually by this time directed to the oedema 
which occurs in the feet, ankles, and eyelids. 

Giddiness and pain in the stomach and sides are sometimes 
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present, the skin is usually pale or sallow, and albumen is to 
be found in the urine as a rule. 

When the fit occurs it commences with snoring, and staring 
or tixation of the eyes, the neek is turned to one side, while 
the skin of the neck and face is tense, causing dilatation of 
the mouth and eyes. The wrists become tlexedj with the 
ftngera and thumbs turned in, the body begins to shake, the 
lips and eyelids to quiver, and then general spasms of the 
body ensue. 

As the spasms subside the features alter, the face becomes 
livid J and the breathing stertorous. The patient remains in a 
comatose condition for some time after the fit subsides. 

According to Dr, Boxall, who introduced a discussion on 
eclampsia occurring in pregnancy at the meeting of the British 
Medical Association at Leicester, (1) albuminuria is more likely 
to occur, and that in an aggravated form, in women pregnant 
for the iirst time; (2) eclampsia occurring in pregnancy is 
almost invariably associated with albuminuria; (3) other 
factors determining the liability to eclampsia are the disorgan- 
ised functions of other organs (notably the liver), nervous 
irritability, and nerve irritation. 

According to the same authority, the mortality from 
puerperal convulsions per 100,000 births in Scotland from 
1883 to 1903 inclusive ranged from 28 to 55. This is some- 
what higher than in England and Wales, and is more than 
double that of London, while Ireland holds an intermediate 
position. 

When the heail is arrested on the perineum of a neurotic 
patient, there is the greater probabity of a convulsive seizure 
from the hypersensitive condition of the maternal organs. 
Should the patient be above 30 years of age, and the maternal 
tissues dry and rigid, the likelihood of such an occurrence may 
be apprehended, especially if there is any history of a previous 
attack. Even when the patient is stout and the pains vigorous, 
any alterations of the features, especially lividity of the lips, 
occurring in one who has had swelling of the lower limbs in 
the later months of pregnancy, may indicate the advent of a 
convulsion, though it may not occur for some hours after the 
birth of the child. 

Convulsions may not occur in subsequent pregnancies, and 
in primiparte the mental condition is not without influence, 
especially in unmarried women, in the causation of the fit 

With one e?cception, all the cases that have occurred in my 
practice have been primiparte, and of these the urine was 
albuminous in all but one. Death occurred in three cases, and 
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the forceps were employed to accelerate the labour in five 
cases. 

Should the ordinary remedies fail to arrest or alleviate the 
spasms, recourse may be had to chloroform and to venesection. 
In three of the cases the latter was adopted, but in only one 
with any success, and that might have relation to the con- 
vulsions occurring several days before the labour commenced. 

In the discussion at Leicester previously referred to several 
of the speakers testified to the good effect of the administra- 
tion of repeated doses of morphine in addition to the injection 
of saline solution subcutaneously or per rectum. 

In some cases, especially in primiparse, when there is much 
oedema with suppression of urine, it is incumbent on the 
medical attendant to induce labour by dilating the os, 
introducing a bougie into the uterus, and rupturing the 
membranes during a pain. 

If the progress is slow and the case urgent, it is justifiable 
to use the forceps when the head of the child is within the 
cavity. I adopted this plan in one case which had a melan- 
choly termination to both mother and child. 

The patient, a young woman 28 years of age, seven months 
pregnant with her first child, had come to the coast for change 
of air, and took ill a week afterwards. She had been com- 
plaining for some time with headache, restlessness, and vomiting, 
and had noticed that her feet and body were swollen. 

On examination, her feet, legs, and abdomen were oedematous, 
the enlargement of the latter extending to the xiphoid cartilage, 
causing one to suspect that she was at the full time. The left 
leg was particularly swollen, and the under eyelids had been 
pufiy. Little urine had been passed, and there was none to 
examine. The foetal pulsation was unusually distinct on 
placing my hand on the abdomen. There was dyspnoea on 
exertion. Two days afterwards she had a convulsion. I 
learned from her husband she had severe headache the 
previous evening, and had been very restless. The bowels 
had moved the day before, and she had vomited half a basinful 
of frothy, greenish matter. 

When I arrived about 4 A.M. she was semi-conscious, but 
confused, and was under the impression she had fainted. 

She was ordered a teaspoonful of Rochelle salts in hot water 
every half hour until one ounce had been given. She had 
another fit at 7 A.M., and also after I had given her an enema 
of castor oil and turpentine. After recovering from this she 
was very restless, and was with difficulty restrained in bed. 
A draught of chloral was given, and for three hours there was 
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no otiier attack till between 10 and 11 a,m. She then became 
senii-conacioDs, knew where she was, and wished repeatedly to 
pass water, without any result Only one ounce of urine was 
obtained on using the catheter, and this became turbid on 
heating. 

Her head was shaved, and a bladder of ice applied. The 
respiration became snoring, and she was convulsed again about 
noon, and had other two attacks before 2 o'clock. The severity 
of the convulsions seemed modified at iirst by the introduction 
of chloroform, but later no treatment adopted seemed to have 
any effect. I examined per vaginam, and was able to dilate 
the cervix to the external os, and as the patients condition 
seemed critical 1 introduced a catheter into the uterus to 
induce labour. 

As the OS remained rigid, though dilated, she was bled 
from the arm. It then seemed that the lower blade might 
he introduced^ but the attempt to insert either blade waa 
accompanied by a gush of blood. Ultimately, however, 
both blades were applied and locked. Traction was made 
and the head advanced — but before it could be extracted 
the neck gave way, much to my chagrin — then the hand 
and arm. During all this time the haemorrhage continued, 
and the patients strength rapidly diminished. All attempts 
to turn failed. I introduced my hand and passed it over 
the abdomen, which was turned to the front, and swollen 
like a drum, either with gas or fluid. Though I could reach 
the feet, the uterine spasm was so great that I could not over- 
come the contraction even with external manipulation, nor 
could I hitch down the presenting shoulder. By this time she 
was moribund, and she died shortly afterwards. 

In a retrospect of more than a fjuarter of a century's 
practice tins was the most melancholy case I have attended. 
In attending it I had the assistance of two practitioners of 
much experience. 

The second fatal case was a patient of a brother practitioner's 
whom T attended during his absence, but who was present at 
the birth of the child. The patient, 22 years of age, and in 
her first pregnancy, was a thin, sallow woman. There was no 
anasarca, and no history of albuminuria. She had been com- 
plaining for sonje time before her confinement, and was 
unconscious when I saw her. As the as was patent and 
dilatable, I ruptured the membranes, applied the foraeps, and 
extracted the child %vith some difficulty. During this time 
she had a convulsive seizure. During the two following days 
she remained in a somnolent condition, from which she could 
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be roused to put out her tongue and answer questions. The 
pulse was small and rapid, 144 per minute ; the respirations 
also became quick, the eyes were clear and the pupils unaffected; 
and death occurred next morning, the third after the confine- 
ment. 

The third and last fatal case was that of a young Italian 
woman, also pregnant with her first child, who consulted me 
shortly before her confinement, complaining of headache, 
vomiting, and, most significant of all, occasional dimness of 
vision. Shortly afterwards she became ill, and had convulsions 
during the labour. All efforts and remedies employed to 
arrest and modify the convulsions were unavailing. Vene- 
section and chloroform had little effect, and labour was 
completed by the forceps, but consciousness was not restored, 
and death ensued not long after the birth of the child. 

In many cases the termination is favourable to the mother, 
but not to the child. Having the same symptoms, resulting 
in one or more convulsions, consciousness is restored, and the 
secretion of the urine established and increased so that the 
labour may be completed and the patient recover. In one case, 
a primipara, above 30 years of age, two convulsions occurred 
four days before the confinement. Two days after the con- 
vulsions, though she was sensible, I bled her from the arm to 
30 oz., which was followed by improvement in her condition 
and an increase of urine with diminution of albumen. Next 
day but one I received a message that the waters had broken, 
and she was delivered of a stillborn child before I reached the 
house, the labour lasting less than five hours. Though the 
drowsiness continued, with some snoring respiration, for a 
short time after delivery, she recovered satisfactorily, and on 
the following year was delivered of a healthy child without 
any previous unfavourable symptoms or complications. 

Inversion of the uterus. 

About 3 o'clock in the afternoon I was asked to visit a 
patient, Mrs. W., who had been confined by the midwife 
about half-past three that morning, after being in labour a 
day and a night. 

On visiting Mrs. W., she was lying in bed on her left side, 
with head low, and the sheet and bedclothes were unusually 
soiled with discharge. She stated how long she had been 
in labour, and that she was still suffering pain of a bearing- 
down nature. On examination, the upper part of the vagina 
was occupied by a firm, round mass, which indicated at once 
some abnormal condition. The touch was different from the 
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soft, velvety feeling of the cervix of the gravid uterus, the 
surface was round and irregular, and in the centre^ where one 
would expect the os, the linger came upon a smooth part, 
which felt hke the distended membranes during a pain. 
The condition of the abdomen negatived the idea of twins, 
and it seemed to me that I had to treat with either inversion 
of the uterus or that a large part of the placenta was still 
retained. Learning from the neighbour who was in attend- 
ance that the placenta had been removed by the midwife and 
cast out, I sent her to fetch it. After washing it from the 
material in which it had been buried, I found it entire, but 
on inspecting its maternal surface it appeared as if it had 
been adherent in several places. 

On examining Mrs. W, again, I concluded that the 
irregularities on the nmss or tumour were due to tufts of 
coagulated blood where the placenta had been attached. 
Having an important visit to pay in the country, I left 
with some reluctance, prescribing a draught of twenty drops 
of tincture of opium in some water, and cold compresses to 
be applied to the abdomen. 

It was nearly 9 o'clock before I visited again. She was 
in the same condition as on my visit in the afternoon. 
Before operating, the urine (about 8 02.) was withdrawn by 
catheter, which could only be inserted about an inch and 
a half. She had taken very little nourishment all day, and 
had lost a considerable amount of blood, and it seemed 
judicious that an attempt to reduce the inversion should be 
made without chloroform. As she lay on her left side the 
body of the tumour was compressed by the hand for some 
time, with a sensible diminution of its bulk, and with 
frequent gurgling, due to the escape of blood from the com- 
pression. In a little w^hile I reached the neck of the tumour 
with my fingers* No ring or unusual contraction w^as 
detected, but I could diagnose the reflection of the neck of 
the tumour into the vagina. Compressing the neck of the 
tumour for a little the body was pushed up in the direction 
of the umbilicus with some t'orce^ turning the patient on her 
hack and placing my left hand on her abdomen. I then 
turned her again on the left side, continuing the pressure and 
rotating the tumour as in the reduction of hernia, and was 
delighted to find reduction slowly but surely being effected. 
With my left hand on the abdomen I could detect the finger 
tips of my right hand in the vagina. The part first reduced 
was the cervix, and as soon as this was eflected the body and 
fundus followed. No jerk was felt or sound heard, but I felt 
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the thrill similar to that conveyed by the emptying of the 
uterus after childbirth caused by involution, and the cavity 
barely contained my fingers. 

After reduction the patient expressed herself as relieved, 
and, applying a compress and bandage, I prescribed 40 minims 
of liq. ergotsB ext. in a little brandy and water before I left. 
The amount of discharge in this case was so great as to 
saturate sheet, feather bed, and mattress. The fioor was also 
stained, some drops falling from the ceiling of the house 
below. 

For the following two or three days she was nervous and 
had little sleep, waking in confusion and fear; but though 
the pulse was accelerated there were only one or two degrees 
of fever, and she was able to take and retain light nourish- 
ment. Pressure on the uterus caused a little pain, and on 
vaginal examination, on the fourth day, it was found to be 
prolapsed and enlarged with the os wide. She sat up, with 
her legs hanging over the side of the bed, on the eighth day, 
and was able to sit on a chair on the tenth day. 

The two points in this case I desire to direct attention to 
are the following : — The first portion to be reduced was the 
cervix, and not the fundus; and, secondly, the manner of 
the reduction, viz., by compression and rotation. 

It is almost unnecessary for me to state that inversion of 
the uterus is a rare condition, and I have not had another 
case, although on the first examination in a succeeding case 
I was under that impression. The patient lived in a 
neighbouring village, and had been attended by a practitioner 
who had been abroad and out of practice. She had had an 
abortion, and on entering the room I was almost overpowered 
by the disagreeable putrid odour. On examination there 
was a soft, firm, but compressible mass in the vagina, some- 
what like an inverted uterus, which, on hooking down and 
extracting, turned out to be a sponge that had been intro- 
duced and forgotten to be removed. 

Dr. Jardine said that he had seen two cases of inversion of 
the uterus. The first had been attended by a midwife. The 
labour had been quick and easy, and the midwife said that 
she had not pulled on the cord, but a strong, expulsive pain 
had suddenly inverted the uterus. When he had reached the 
patient, within half an hour of the accident, he had found her 
breathing her last. There had been very little bleeding, so 
death had been due to shock. The second case had been 
attended by a doctor^ and no traction had been made on the 
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cord. The shock was very severe, but a saline infusion and 
strychynine injections tided the patient over this, and she 
recovered. Traction on the cord he did not think would cause 
an inversion unless there was a tendency to it. The cord 
would break first. In deliveries in the erect posture the cord 
wfiis often broken, but he had never seen an inversion in such 
cases. Dr. Caskie had spoken of returning the portion near 
the cervix first. That, of course, was usual, as the last part 
to come down should be returned first. In reference to the 
eclampsia cases. Dr. Caskie was to be commended for giving 
notes of his fatal cases. More was to be learned from failures 
than from successes. It was too late in the evening to begin 
to discuss such a wide subject, but he would like to mention 
two recent cases. Both patients were multiparas. One had 
died from suppression of urine of five and a half days' 
duration. He had tried all the usual methods of treatment, 
and had also had one of the kidneys decapsiilated by Dr. 
Newman. In both kidneys the cortical areas were filled with 
infarctions. This patient had had about twelve fits. The 
second patient had had eight fits before delivery, and one 
hundred and ninety-nine during the puerperium, but she had 
recovered. She had been bled and transfused twice, had 
morphia until her respirations were reduced to 10 per minute, 
and, finally, he had done a lumbar puncture and taken out half 
an ounce of fluid and injected one-fifth grain of cocaine. The 
patient had recovered perfectly, and her child was alive. 

Dr, Craig spoke of a case where inversion had occurred 
after a miscarriage at the sixth month, and the patient died 
of shock. There had been no interference. He also mentioned 
a fatal case of eclampsia where there had been no albuminuria 
at any period of the pregnancy. The patient had suffered 
from lead poisoning six years before. 

Di\ Baird mentioned a case of eclampsia where the shoulder 
was dislocated. 
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Meeting VIIL— 23rd May, 1906. 



The President^ Dr. J. K. Kelly, in the Chair, 



I. — specimens. 
A. By Dr. Nigel Stark. 



Ovary with abscess. There was no pus in tube. The ovary 
was adherent to the caecum and appendix. The opposite tube 
and ovary were normal. 



B. By Dr. A. W. Eussell. 

1. Large fibroid on posterior wall of uterus, removed on 
account of severe haemorrhage from a multiparous patient, 
aged 40 years. 

2. Multiple fibroids of uterus removed on account of 
pain. 

3. Multiple fibroids of uterus with adherent tubes and 
ovaries. 

C. By Dr. J. M. Munro Kerr. 

1. Large unilocular cyst complicating pregnancy. As 
hydramnios was suspected, the cyst, which was believed to 
be the distended uterus, was punctured through the abdominal 
wall at the sixth month, and 6 pints of fluid were removed. 
The patient was delivered at full time, when the cyst was 
discovered. It was operated on later. 

2. Tubal pregnancy with unruptured tube; oozing into 
the abdominal cavity. 



R By Dr. J. K. Kelly. 
Sarcoma of uterus with early pregnancy. 



OVARIAN PREGNANCY. 



n,— OTARTAN PREGNANCY, WITH AN ACCOUNT OF A HITHERTO 
UNPUBLISHED CASE. 

Bv Dr. J, K. Kellt and Dr. A. Louise M*Ilroy. 
[Abstract.] 

The authors suggested that, if all blood cysts of the ovary 
were carefully examined, ovarian pregnancy might be found 
to be more common than was supposed, 

A summary of a fev^ of the more important reports of 
ovarian pregnancy was then given. 

The patient from whom the ovary which formed the subject 
of this investigation was removed, was admitted to the Royal 
Infirmary with a history of six weeks* amenorrhrea, followed 
by sudden acute pain in both iliac regions, and a discharge 
of blood from the uterus. Extra-uterine pregnancy was 
diagnosed, but as there was no hfematocele, and it was sup- 
posed that rupture had taken place into the broad ligament, 
operation was delayed. As no improvement took place, the 
abdomen was opened ten days later, and the left ovary, which 
was the seat of a blood cyst about the siz^ of a victoria plum, 
was removed. The blood cyst proved, on microscopic exam- 
ination, to be a pregnancy. The authors then showed diagrams 
taken from microscopic sections of the ovum, and drew the 
following conclusions:— 

1. The whole ovisac was composed of ovarian tissue, 

2. That the pregnancy had occurred within a Graafian 
follicle was proved by the presence of lutein cell tissue almost 
directly adjoining the fa>tal epiblastic structures, but separated 
from them by a layer of fibrin and connective tissue, thus 
proving the connective tissue as the normal tissue for the 
embedding of the ovum, whether intra- or extra-uterine, 

3. No rupture had taken place in the blood mass, but the 
point of least resistance was to be found at the lower thinned- 
out portion J where the pressure of the blood mass had been 
greatest. 

4. The fact that no decidual cell elements w^ere found 
negatived the statement that pregnancy can only take place on 
a tissue which has undergone some previous genetic influence* 

5. The Fallopian tube was normal. No decidual cells were 
found in the tube, 

6. That pregnancy had originated within the tube. The 
tube was normal and free from adhesions to the ovary. 
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[This paper is published in extenso in the Journal of 
Obstetrics and Gyncecology of the British Empire^ June, 
1906.] 

Dr. John Lindsay said the authors of the paper were to be 
thanked for bringing forward this case, as it was the first case 
of undoubted ovarian pregnancy published in Scotland. 

Dr, Munro Ker^^ said he had listened with great interest to 
the report of this case, as it helped to clear up some of the 
doubts as to the embedding of the ovum. It was the first 
case of ovarian pregnancy published in Scotland, but two and 
a half years ago he had obtained a similar specimen by 
operation. The patient had symptoms of extra-uterine preg- 
nancy, with severe pain; intra-uterine pregnancy was also 
diagnosed. At the operation the enlarged ovary was found 
with tube intact ; a small quantity of blood was found in the 
abdominal cavity, and the uterus was large and soft. The 
patient was delivered at term of a healthy child. The specimen 
showed the ovum to be embedded in the ovarian stroma. A 
corpus luteum was found, and the ragged remains of an embryo 
about six weeks old. Dr. Kerr said the question of the fcietal 
origin of the syncytium was settled by ovarian pregnancy, 
although this is still disputed by some anatomists. 



Meeting IX. — 11th July, 1906. 



Dr. J. W. Ballantyne (President, Edinburgh Obstetrical 
Society) in the Chair. 



DISCUSSION ON IRREGULAR MANIFESTATIONS OF 
PUERPERAL SEPSIS. 

The annual conjoint meeting of this Society with the 
Edinburgh Obstetrical Society was held in the Caledonian 
Railway Hotel, Edinburgh. Professor Stephenson, of Aber- 
deen, opened a discussion on " Irregular Manifestations of 
Puerperal Sepsis." 
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There took part in the discussion Drs. Murdoch Cameron, 
Sam. Sloan, Oliphant, and Jardine of this Society; Drs. 
Barbour, M*Vie, Easterbrook, Claude Kerr, M*Nab, and 
Ballantyne of the Edinburgh Society; and Professor Dickinson, 
of New York. 

The Fellows of both Societies afterwards dined together 
in the Caledonian Station Hotel, Edinburgh. 
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A DAMSON, Db. R. 0. — Pyelonephritis 
complicating the puerperium, 
190. 

Allan, Dr. Alex. — Two cases of 
purpura hsemorrhagica neona- 
torum, 173. 

Apoplexy during labour. A. J. 
Wilson, 199. 



B 



Baird, Dr. J. — Case of parturition 
in a patient with a double uterus, 
cervix, and vagina, 229. 

— in discussion, 237. 

Barbour, Dr. Freeland. — In dis- 
cussion, 118. 

Brewis, Dr. N. T. — In discussion, 
118. 



Ci4<:sAREAN section, case of, for 
rachitic pelvis. J. Laurie, 187. 

Cameron, Dr. S. J. M. — Some com- 
plications and degenerations of 
uterine fibromyomata, 92. 

— specimens shown : dermoid cyst, 
70; chart showing bradycardia 
from case of ovarian cyst with 
torsion of pedicle, 70 ; myoma of 
uterus with torsion of pedicle, 
70; hydrosalpinx with torsion, 
70; multiple fibroids of uterus, 
70; sarcoma of broad ligament, 
70; fibrocystic tumour of the 
uterus, 96 ; myxofibroma of the 
uterus, 96; stereoscopic photo- 
graph of twin extra - uterine 
pregnancy, 149 ; myomatous 



uterus with cancer of cervix, 
187; fibromyoma of the ovarian 
ligament, 187 ; chorio-epithelioma 
of uterus, 187. 

Campbell, Dr. A. T. — Case of measles 
-in a multipara at the end of preg- 
nancy, labour occurring on third 
day of fever, 194. 

Cancer of cervix obstructing labour. 
See Obstructed Labour, 167. 

Caskie, Dr. W. A. — Notes on cases 
of puerperal eclampsia and one 
of inversion of the uterus, 230. 

— in discussion, 147. 

Craig, Dr. J.— Two cases of hydram- 
nios, 195. 

— in discussion, 237. 

Culling worth, Dr. C. J. —Discussion 
on the secondary operation for 
complete rupture of the perineum, 
105. 



D 



Dermoid, ovarian, with torsion of 
pedicle complicating pregnancy. 
J. K. Kelly, 74. 

Dermoid tumour obstructing labour. 
R. Jardine, 78. 

Douglas, Dr. Carstairs C— In dis- 
cussion, 53. 

Duff, Dr. Don. — Uterus didelphys 
with septate vagina, 20. 

— in discussion, 124. 

— specimen shown : placenta from 

placenta prsevia, 1 66. 



E 

Edgar, Dr. John.— Case of extra- 
uterine pregnancy at full term, 
102. 
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Edgar, Dr. John. — In discussion, 
32. 

— specimens shown : hsematocele and 
sac removed from left hypochon- 
drium, 15; muiberrry calculus 
removed from left ureter, 2S; 
tubercular uterus and double pyo- 
salpinx with vermiform appendix, 
94 ; round-celled sarcoma of right 
ovary complicating pregnancy 
at third month, 94; malignant 
multilocular cystadenoma Df right 
ovary and dermoid cyst of left 
ovary from same patient, 94. 

Epileptiform attacks complicating 
double ovarian tumour. A. W. 
Russell, 17. 

Endometritis, discussion on the treat- 
ment of. E. H. L. Oliphant, 
55. 

Eclampsia, puerperal, notes on cases 
of. W. A. Caskie, 230. 



FiBROMYOMATA, Uterine, some com- 
plications and degenerations of. 
S. J. M. Cameron, 92. 

Faecal mass in csecum retained by a 
simple stricture. G. Balfour 
Marshall, 184. 



G 



Gestation, tubo-peritoneal, case of 
ruptured, at end of third month. 
G. Balfour Marshall, 127. 



H 



HAEMORRHAGE, accidental, in a case 

of contracted pelvis. R. Jardine, 

81. 
Haemorrhage, concealed accidental, 

at the fifth month. R. Jardine, 

82. 
Haemorrhage, concealed accidental, 

at full time. R. Jardine, 83. 
Hart, Dr. D. Berry.— In discussion, 

118. 
Heredity, influence of, and especially 

paternal heredity, on multiple 

pregnancy. A. J. Wilson, 203. 
Hydramnios, two cases of. J. Craig, 

195. 
Hydronephrosis mistaken for ovarian 

cyst. G. B. Marshall, 71. 



Hydrorrhoea gravidarum in a case of 
complete placenta praevia. R. 
Jardine, 79. 

Hypertrophy and prolapse of cervix. 
See Obstructed Labour, 167. 



Inversion of uterus. See Uterus. 



Jardine, Dr. Robt. — Notes of eight 
interesting obstetrical cases, 78; 
notes of four cases of obstructed 
labour, 167. 

— in discussions, 24, 173, 229, 2.36. 

— specimens shown : drawings illus- 

trating traumatic keratitis of new- 
born, 28 ; ruptured uterus showing 
laceration through lower uterine 
segment, 166; cancer of cervix 
involving posterior lip, 166; 
uterus removed to prevent preg- 
nancj' after Caesarean section, 
198. 



K 



Kelly, Dr. J. K.— Presidential 
address on extra-uterine preg- 
nancy, 1 ; ovarian dermoid with 
torsion of the pedicle compli- 
cating pregnancy, 74; ovarian 
pregnancy, with an account of a 
hitherto unpublished case (Kelly 
and M'llroy), 239. 

— in discussions, 34, 49, 70, 90, 105, 

124, 126, 148, 173. 

— specimens shown : myoma of 

anterior uterine wall undergoing 
myxomatous degeneration, 16; 
myomatous nodules in uterine 
wall, 16; parovarian cyst with tor- 
sion of pedicle, 16; tubo-ovarian 
cyst filled with pus, 16 ; uterus, 
with large cystic myoma, filled 
with sanious fluid, 28; dermoid 
cyst of ovary, 28; ovarian cyst, 
28 ; uterine myoma with cyst in 
its upper part, 35; myoma, 35; 
myomatous pregnant uterus, 35 ; 
pregnant uterus with dermoid 
cyst of ovary, 54; myoma of 
uterus in a patient aged 22, 
54; uterus containing many 
fibroids, 92; pyosalpinx from a 
case of tuberculous peritonitiB, 
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92; ovarian pregnancy, 120; two 
myomatous uteri, 120; fibromata 
on branches of the pudic nerve, 
120; cancer of both Fallopian 
tubes, 130; myomatous uterus 
with a cyst of the ovary, 130; 
double pyosalpinx showing com- 
plete fusion of tubes and ovaries, 
149; an early stage of hydro- 
salpinx, 149; sarcoma of uterus 
from a case in which Caesarean 
section was performed, 166 ; 
tubal pregnancy, 187; fibroid 
uterus undergoing sarcomatous 
degeneration, 199; deciduoma 
malignum, 222; sarcoma of uterus 
with early pregnancy. 

Keratitis, traumatic, of newborn, 
drawings illustrating. R. Jardine, 
28. 

Kerr, Dr. J. M. Munro. — Case of 
extra-uterine pregnancy at full 
term, 124. 

— in discussions, 33, 49, 68, 102, 146, 

240. 

— specimens shown : uterus eight 

months pregnant, with carcinoma 
of cervix, 27; myoma invaded 
by carcinoma from body of 
uterus, 35; myoma which had 
undergone hyaline changes, 35; 
ovarian cyst with twisted pedicle, 
90; uterine myoma, 91, 92; 
ovarian cyst with torsion of 
pedicle, 96 ; ectopic pregnancy, 
96 ; ovarian cyst with twisted 
pedicle, 119; salpingo-oophoritis, 
probably tubercular, 119; cystic 
tumour of the broad ligament 
removed during labour, 187; 
uterus with multiple fibroids, 
221 ; tubo-ovarian cyst, 221 ; 
early deciduoma malignum, 221 ; 
multilocular ovarian cyst com- 
plicating pregnancy, 238 ; tubal 
pregnancy, 238. 
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Labour, obstructed, notes of four 
cases of. R. Jardine, 167. 

Lacrie, Dr. Jas. — Case of Caesarean 
section for rachitic pelvis, 187; 
two cases of operation for incom- 
plete rupture of the perineum, 
189. 

Lindsay, Dr. John. — Case of foetal 
malformation, 222. 

— in discussions, 124, 146, 173, 240. 



Lindsay, Dr. John. — Specimen 
shown: acardiac monster from 
uterus of a cow, 199. 



M 

M*Bryde, Dr. Peter. — In discussion, 

90. 
MaoGregor, Dr. Scott.— Three cases 

of (so-called) double uterus, with 

a table of one hundred collected 

cases, 150. 

— in discussions, 33, 67. 

— specimens shown : small cervical 

fibroid attached by attenuated 
pedicle to cervix, 54; fibroid 
growing on antero-lateral lip of 
cervix, 54; Fallopian tube filled 
with grumous material, 92 ; 
multiple myomata of uterus with 
hydrosalpinx, 187. 
M'Ilroy, Dr. a. Louise.— Ovarian 
pregnancy, with an account of a 
hitherto unpublished case (Kelly 
and M'llroy), 239. 

— specimen shown : fibroid uterus, 

130. 

M'Kendrick, Dr. Brownlie.— In 
discussion, 67. 

M'Laren, Dr. Alice. — Specimen 
shown : cast of uterus from a 
case of membranous dysmenor- 
rhcea, 130. 

MacLennan, Dr. Alex.— In dis- 
cussions, 49, 222. 

— specimen shown : uterus and 

vagina removed for procidentia 
uteri, 222. 
Marshall, Dr. G. Balfour.— Vul- 
canite ring pessary worn for 
fifteen years, 26; double ovarian 
cystoma and uterus aflfected with 
melanosarcoma, 50; large hydro- 
nephrosis mistaken for ovarian 
cyst, 71 ; fsecal mass in caecum 
retained by a simple stricture, 
184. 

— in discussions, 34, 36, 68. 

— specimens shown : eight mucous 

polypi removed from one cervix, 
16; double pyosalpinx with 
uterus, 36; dermoid of o\ary, 
36; Zwanck's butterfly pessary 
worn three years, .36 ; submucous 
fibroid from interior of uterus, 
92 ; placenta and membranes 
from a case of uniovular twins, 
showing velamentous insertion 
of both cords, 149. 
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MiLLKR, Dr. a. — Specimen shown: 
vesicular mole, 119. 

Malformation, foetal, case of : extro- 
version of bladder, persistent 
cloaca, &c., in a male infant. 
G. N. Turner and J. Lindsay, 
222. 

Measles, case of, in a multipara at end 
of pregnancy, labour occurring 
on third day of fever. A. T. 
Campbell, 194. 

Melanosarcoma of uterus. G. B. 
Marshall, 50. 

Myoma, uterine, some cases of, with 
remarks on the indications for 
operation. A. W. Russell, 37. 



N 



Naso-pharynx, tumour of, in a 
newborn child. A. J. Wilson, 
202. 



O 



OcciPiTO - POSTERIOR positions, dis- 
cussion on the mechanism, 
diagnosis, and management of. 
A. W. Russell, 131. 

Oliphant, Dr. E. H. Lawrence. — 
Treatment of chronic endome- 
tritis, 55. 

— in discussion, 104. 

Os uteri, occlusion of. See Obstructed 
Labour, 167. 

Ovarian cystoma, double, and uterus 
affected with melanosarcoma. 
G. B. Marshall, 50. 

Ovarian dermoid, with torsion of 
pedicle complicating pregnancy. 
J. K. Kelly, 74. 



Parry, Dr. R. H. — In discussion, 

173. 
Perineum, complete ruptnre of the, 

discussion on the secondary 

operation for. C. J. CuUing- 

worth, 105. 
Perineum, incomplete rupture of the, 

two cases of operation for. J. 

Laurie, 189. 
Pessary, vulcanite, worn for fifteen 

years. G. B. Marshall, 26. 
Pregnancy, extra-uterine, presidential 

address on, followed by lantern 

demonstration. J. K. Kelly, 1. 



Pregnancy, extra-uterine, case of, at 

full term. J. Edgar, 102. 
Pregnancy, ovarian, with an account 

of a hitherto unpublished case. 

J. K. Kelly and A. Louise 

M*Ilroy, 239. 
Primrose, Dr. E. — Specimen shown : 

anencephalus foetus, 166. 
Prolapse, uterine, discussion on the 

treatment of. Dr. W. L. Reid, 

28. 
Purpura hsemorrhagica neonatorum, 

two cases. A. Allan, 173. 
Pyelonephritis complicating the puer- 

perium. R. O. Adamson, 190. 



R 



Reid, Dr. W. L. — Discussion on the 
treatment of uterine prolapse, 28. 

— in discussions, 102, 1 1 8. 
Richmond, Dr. A.— In discussion, 

67. 
Ritchie, Dr. W. — Specimen shown: 
pedunculated fibroid tumour of 
labium majus, 1. 

— in discussion, 124. 

Russell, Dr. A. W.— Epileptiform 
attacks complicating double 
ovarian . tumour, 17; some cases 
of uterine myoma, with remarks 
on the indications for operation, 
37 ; discussion on the mechanism, 
diagnosis, and management of 
persistent occipito-posterior posi- 
tions,- 131. 

— in discussions, 25, 124. 

— specimens shown : fibroid of pos- 

terior uterine wall, 238 ; multiple 
fibroids of uterus, 238 ; multiple 
fibroids of uterus, with adherent 
ovaries and tubes, 238. 
Rupture of the uterus. R. Jardine, 
87. 



S 



Scurvy. See Pernicious Vomiting, 

85. 
Sepsis, puerperal, discussion on 

irregular manifestations of, 240. 
Sloan, Dr. S. — In discussions, 118, 

140. 
Stark, Dr. Nigel.— Notes of a case 

of double vagina and cervix, 71 ; 

case of chronic inversion of 

uterus resulting from carcinoma, 

97; prolapse of the uterus in a 

virgin, 120. 



INDEX. 



247 



Stark, Dr. Nigel. — In discussions, 
50, 66. 

— specimens shown : melanotic sar- 
coma of uterus, 37; submucous 
fibroid, 71 ; ruptured tubal 
pregnancy, 95 ; multilocular 
ovarian cyst, 95; dermoid of 
ovary, 95; calculus removed 
from neighbourhood of urethra, 
166 ; pyosalpinx, 166 ; ovary 
containing abscess, 238. 

Stillborn, resuscitation of the appar- 
ently. J. Weir, 206. 



Tubes and ovaries, lantern demon- 
stration of pathological conditions 
of the. J. K. Kelly, 165. 

Turner, Dr. G. N.— Case of foetal 
malformation, 222. 



U 



Uterus, (so-called) double, three 
cases of, with a table of one 
hundred collected cases. Scott 
MaoGregor, 150. 



Uterus, cervix, and vagina, double, 

case of parturition in a patient 

with a. J. Baird, 229. 
Uterus didelphys with septate vagina. 

D. Duff, 20. 
Uterus, case of chronic inversion of, 

resulting from carcinoma. Nigel 

Stark, 120. 
Uterus, melanosarcoma of. G. B. 

Marshall, 50. 
Uterus, prolapse of, discussion on the 

treatment of. W. L. Reid, 28. 
Uterus, prolapse of the, in a virgin. 

Nigel Stark, 120. 



Vomiting, pernicious. R. Jardine, 

84. 
Vomiting, pernicious, and scurvy. 

R. Jardine, 85. 



W 

Weir, Dr. J. — Resuscitation of the 
apparently stillborn, 206. 

Wilson, Dr. A. J.— Notes on 
interesting cases, 202. 

— in discussion, 148. 
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